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Diarrhea controlled by Cremosuxidine 


-even those of complex etiology 


Pleasant-tasting CREMOSUXIDINE is willingly taken by children as well as adults. 


remosuxidine 


i SHARP 
DOHME 


Since the etiology of diarrhea is frequently com- 
plex, no single agent may be expected to effect 
prompt or complete relief. CREMOSUXIDINE con- 
tains three antidiarrhetic agents, each of which 
acts specifically against the several causes of 
diarrhea. 


1. SULFASUXIDINE® 


SULFASUXIDINE is one of the drugs most widely 
employed to control infections of the intestinal 
tract. Since less than 5% is absorbed, this drug 
remains in exceptionally effective concentration 
for maximum intestinal bacteriostasis. CREMO- 
SUXIDINE contains 1.5 Gm. sulfasuxidine per 
tablespoonful. 


2. PECTIN 


As incorporated in CREMOSUXIDINE, pectin (1%) 
specifically helps neutralize the diarrhetic effects 


(®) 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


of many toxins and irritants, aids formation of 
normal stools. 


3. KAOLIN 


Specifically, the kaolin in CREMOSUXIDINE (1.5 
Gm. per tablespoonful) acts as an adsorbent, to 
remove irritants, and toxic bacterial by-products. 


IN COMPLEX ETIOLOGY... 


Because of the completeness of its formula, 
CREMOSUXIDINE may be relied upon to provide 
symptomatic relief in most types of diarrhea, 
regardless of etiology. 


SUPPLIED 


CREMOSUXIDINE, a smooth, homogeneous, pleas- 
antly flavored suspension, is supplied in SPA- 
SAVER® bottles of 16 fluidounces. 

Sharp & Dohme, Philadelphia 1, Pa. 





MEDICINE 


OFFICIAL JOURNAL OF THE CALIFORNIA MEDICAL ASSOCIATION 
©1953, by the California Medical Association _ 


Volume 78 


° JUNE 1953 ° Number 6 


Corticotropin (ACTH) and Cortisone 


Newer Concepts of Their Use in Clinical Practice 


LAURANCE W. KINSELL, M.b., LENORE BOLING, M.D., 
JOHN W. PARTRIDGE, M.D., and NADINE FOREMAN, M.D., Oakland 


AFTER THREE YEARS of clinical application of cor- 
ticotropin (ACTH) and cortisone, certain questions 
urgently require specific answers. Among these ques- 
tions are the following: 


1. What is the status of patients with rheumatoid 
arthritis who have been treated with corticotropin 
and/or cortisone for periods of more than two 
years? 

2. In chronic conditions such as arthritis and 
asthma, what represents an optimal long-range pro- 
gram for therapy—that is, should one use com- 
pletely suppressive therapy or minimal dosage; con- 
tinuous or intermittent treatment? 


3. In conditions known to be fatal in almost all 
cases (such as lupus erythematosus and pemphigus) 
in which corticotropin/cortisone are known to pro- 
duce favorable effects, is such benefit only transient? 


4, Is there any place for the use of the hormones 
in the treatment of patients with severe infectious 
diseases of known cause? 


5. How much concern should there be as to the 
“untoward effects” of corticotropin and cortisone? 
Can these effects be favorably modified or prevented 
by dietary or other measures? 


From the Institute for Metabolic Research of the Highland Ala- 
meda County Hospital, Oakland. 


Dr. Partridge was Schering Research Fellow in Endocrinology, 
1950-52. 


Original work here reported has been supported in part by grants 
from the National Institutes of Health and the Armour Laboratories. 
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* On the basis of three years’ experience with 
corticotropin and cortisone, it seems probable 
that the place of these hormones in clinical 
medicine will be one of increasing importance. 
At present they may be used fo attain certain 
specific objectives: 

1. To return a large number of chronic in- 
valids to a place of full activity in the commu- 
nity. This applies particularly to patients with 
rheumatoid arthritis and bronchial asthma. 
Many years of continuous therapy will be re- 
quired in the majority of such patients. 

2. As life-saving agents in patients with cer- 
tain diseases of unknown etiologic delineation 
that almost always cause death. In some po- 
tients treated for some of those diseases, ther- 
apy may eventually be discontinued. 

3. As life-saving agents (in conjunction with 
intensive antibiotic therapy) in patients with 
severe infections inadequately responsive to 
chemotherapy alone. 

Many of the untoward effects of hormonal 
therapy may be minimized or prevented by 
appropriate adjuvant measures. 


There is considerably less than unanimity of an- 
swers to any of those questions, In this presenta- 
tion attempt is made to supply as definite answers 
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as possible based upon the experience of the authors. 
Where the evidence is equivocal or controversial, 
this will be indicated. 


Status of Arthritic Patients Treated Continuously 


with Corticotropin/Cortisone for Periods of 
More Than Two Years 


The authors’ experience with such patients may 
be different in some respects from that of other 
groups who have had extensive experience with the 
use of the hormones, in that more than one-third of 
the patients who have been treated have been se- 
lected from the standpoint of suitability for pro- 
longed metabolic study. Consequently the majority 
of patients have had a reasonably high level of in- 
telligence and of emotional stability. Twenty-eight 
such patients have been observed. All initially re- 
ceived a sufficient amount of hormonal therapy to 
bring about complete disappearance of signs and 
symptoms. of active rheumatoid arthritis. Dosage 
was then gradually decreased as the patient’s condi- 
tion permitted. In the majority of instances, sufh- 
cient hormones were administered at all times to 
keep the erythrocyte sedimentation rate normal, and 
to eliminate all evidence of active joint inflamma- 
tion. Of the total, 16 have been returned to full 
activity and are maintained on an average dosage of 
6 mg. of corticotropin gel twice daily, or 50 mg. of 
cortisone daily, or a combination of the two. Five 
others are free of active arthritis on relatively small 
dosage of hormones but are unsuited for employ- 
ment because of irreversible joint deformity. In the 
rest of the cases there is variation from fair control 
to poor control of active arthritis with the patients 
receiving variable amounts of corticotropin. In most 
patients in the latter category, the lack of adequate 
response is referable to the appearance of major 
untoward effects of corticotropin and cortisone, ex- 
treme emotional instability in particular, necessitat- 
ing reduction of dosage to amounts too small to 
maintain complete remission. Some of these patients 
are able to carry on a reasonable amount of useful 
activity. 

In no instance has it been possible to completely 
discontinue hormonal therapy but the rate of de- 
crease of dosage in several cases leads to the hope 
that eventually this will be possible. 


Pros and Cons of “Optimal” Long-Term Therapy in 
Chronic Disabling Illness, Such as Rheumatoid 
Arthritis and Severe Non-Seasonal Bronchial 
Asthma 


Ideal therapy in any disease state is that which 
will totally eradicate the causative agent. In both 
rheumatoid arthritis and severe “non-specific” bron- 
chial asthma, precise pathogenesis is poorly under- 
stood. Hence any treatment at present available is 
less than “ideal.” 
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If corticotropin/cortisone therapy is used in either 
disease, the treatment will be based upon one of two 
philosophies: 

1. Use as “super-aspirins.” Before the advent of 
corticotropin and cortisone, acetylsalicylic acid was 
considered the most valuable single pharmacologic 
agent by many able and conservative rheumatolo- 
gists. Administered in sufficient dosage, it brought 
about rather pronounced relief in many arthritic 
patients. Since the hormones are in no sense “cura- 
tive agents” it might be wondered whether, in terms 
of net effect, they are not merely “super-aspirin.” 
If so, they would be administered in the smallest 
dosage that would effect relief from pain and im- 
provement in joint function. 

2. Use to “modify the course of the disease.” 
Although corticotropin and cortisone do not have a 
truly curative effect, it can be stated rather unequi- 
vocally that administration of sufficient amounts to 
patients with rheumatoid arthritis or with bronchial 
asthma will result in complete disappearance of all 
signs and symptoms of the disease in almost all 
cases, and that if dosage is maintained at a sufficient 
level the remission will be maintained indefinitely. 


In the experience of the authors here being re- 
ported upon, the latter has been the guiding philos- 
ophy from the beginning, under the working hypo- 
thesis that complete suppression of the disease might 
permit gradual mobilization of specific immunizing 
processes that would eventually eliminate the causa- 
tive factors of the disease. 


On the basis of three years’ observation, the auth- 
ors believe that hormonal therapy of this type is 
much to be preferred over the “super-aspirin” ap- 
proach for the following reasons: 


1. In a comparison of statistics with those of sev- 
eral rheumatologists who have used minimal and/or 
intermittent hormonal therapy, it was noted that a 
much higher percentage of patients treated for com- 
plete suppression have been returned to full activity. 


2. The total hormonal dosage required for com- 
plete suppression over a period of more than two 
years is no greater than, and frequently less than, 
that required when the hormones are used as “super- 
aspirin.” 

3. The incidence of untoward effects is no higher 
if suitable precautions are taken. 


4. It seems probable that a significant number of 
patients will eventually be able to discontinue ther- 
apy entirely. This statement is based upon the rate 
at which dosage has been decreased in patients cur- 
rently under study. 


The foregoing statements apply equally to severe 
non-seasonal asthma and rheumatoid arthritis. In 
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the case of seasonal asthma, referable to specific 
pollens, hormonal therapy should be used only for 
patients who are unresponsive to desensitization pro- 
cedures, and even then hormonal therapy should be 
carried out only during the pollinating season. 


For all patients receiving hormonal therapy there 
should be frequent determination of the number of 
circulating eosinophils, and in addition patients 
with rheumatoid arthritis should have regular deter- 
mination of the erythrocyte sedimentation rate. The 
authors try to keep the number of eosinophils under 
100 per cu. mm. and to keep the sedimentation rate 
within normal limits at all times. 


Modification of the Course of Diseases with 
High Mortality Rates 


The present series includes a considerable group 
of patients in whom an almost certainly fatal out- 
come appears to have been postponed indefinitely. 
Among them are two laboratory technicians who 
work in the same clinic as do the authors. One of 
them had been ill with pemphigus for a period of 
approximately a year and was regarded by all at- 
tending physicians as near death. At one time it was 
necessary to give several hundred milligrams of 
corticotropin and cortisone daily to suppress the 
manifestations of the disease and to bring the num- 
ber of eosinophils down from as high as 16,000 per 
cu. mm. of blood to zero. Therapy was recently 
discontinued, approximately two years after it was 
started. There had been no signs or symptoms of the 
disease for a period of 14 months. The other had 
rapidly progressive dermatomyositis. After four 
months of hormonal therapy, she was able to return 
to full activity. At the end of almost three years of 
treatment, she still requires minute dosage of cor- 
ticotropin (0.5 to 1.5 USP units daily). 


Use of Corticotropin and Cortisone in 
Severe Infections 


It has been well demonstrated that the adminis- 
tration of corticotropin and cortisone to patients 
with specific infectious processes will result in par- 
tial or complete disappearance of all symptoms and 
most of the clinical signs of the infection, but that 
no inhibition of growth of the causative organism 
will result.*: * For present purposes this can be de- 
scribed as a nonspecific antitoxic effect, referable to 
protection of body cells from the toxins produced 
by a wide variety of pathogens. The precise mech- 
anism is still unknown. 

Over the past 18 months a series of patients under 
the authors’ observation with diverse infections have 
received corticotropin/cortisone therapy in conjunc- 
tion with intensive antibiotic therapy.’ * Only pa- 
tients who had not had adequate response to anti- 
biotic therapy alone were selected for evaluation. 
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Chart 1.—Effect of corticotropin and cortisone upon 
pyrogenicity (and toxicity) of diseases widely different 
etiologically. Both patients became symptom-free during 
corticotropin administration. 


From observation of those patients the following 
statements are permissible: 


1. The administration of corticotropin and corti- 
sone to patients with severe acute infectious dis- 
eases, unresponsive to antibiotics alone, results in 
striking clinical improvement in a high proportion 
of cases. (The effect upon the temperature of two 
patients with widely different clinical conditions is 
shown in Chart 1.) 

2. In the majority of patients in whom there was 
favorable initial response, recovery ensued. 

3. It is mandatory that all patients with infectious 
diseases, receiving corticotropin and cortisone, shall 
also receive intensive antibiotic therapy before, dur- 
ing and after the hormonal therapy. 


4. The use of suitable adjuvant measures is im- 
perative in all such patients (see below). 

5. The presence of tuberculosis should be con- 
sidered a contraindication for hormonal therapy, 
unless the patient’s condition is considered to be 
hopeless without such therapy. 


Modification and/or Prevention of “Untoward 
Effects” of Corticotropin and Cortisone 

Cushing’s syndrome by definition is a disease re- 
ferable to excessive production of cortisone or corti- 
sone-like hormones. Hence it is obvious that inten- 


sive administration of corticotropin and/or corti- 


sone can produce all the manifestations of this 
disease. 

In addition, on the basis of animal experimenta- 
tion, there is considerable evidence to suggest that 
corticotropin/cortisone administration, by suppress- 
ing the inflammatory reaction, and perhaps through 
other mechanisms as well, may predispose to dis- 
semination of certain infectious agents. 

As in the case of a number of other potent thera- 
peutic agents, therefore, a question that is faced is 
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whether favorable effects can be augmented, and un- 
toward effects minimized.5. To obtain an answer to 
this question, it is well to consider some of the out- 
standing physiologic and pharmacologic effects pro- 
duced by cortisone-like steroids: (1) Increased pro- 
tein tissue breakdown; (2) excessive retention of 
sodium and depletion of potassium; (3) depletion 
of other constituents of bone and soft tissue; (4) 
“diabetogenesis.” 


In light of those effects, a dietary program de- 
signed to prevent untoward effects of corticotropin/ 
cortisone would include the following: 


1. High protein intake (120 to 200 or more grams 
daily). 

2. Low sodium intake (200 to 1,000 mg. of so- 
dium chloride daily). 

3. High potassium intake (10 to 40 gm. of potas- 
sium chloride daily). 


4. Low carbohydrate intake (less than 130 gm. 
daily). 

5. Adequate calories and vitamins. It is obvious 
that for persons requiring average or more than 
average caloric intake, a significant portion of the 
calories must be derived from fat. 

6. The use of testosterone and estrogen to de- 


crease the corticotropin/cortisone-induced —break- 
down of soft tissue and bone. 


In the experience of the authors, the use of the 
foregoing measures significantly diminishes the un- 
desirable effects of corticotropin and cortisone; and 
hence, at least in a relative sense, increases the thera- 
peutic efficiency of those hormones. 

2701 Fourteenth Avenue. 
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Organic Phosphorus Poisoning in General Practice 


Parathion, TEPP, HEPT, EPN and Others 


BECAUSE OF THE ABRUPT ONSET of serious illness 
several hours after exposure, the great majority of 
cases of poisoning by insecticides that contain or- 
ganic phosphorus are treated by general practition- 
ers in the vicinity of the patient’s home. Therefore 
it is of life-saving importance that all physicians be 
alert to recognize the condition and institute prompt 
treatment. The subject is not yet covered in medical 
textbooks. 


Not used commercially before 1948, pesticides con- 
taining organic phosphorus — Parathion, TEPP, 
HEPT, EPN, OMPA and others—are now used ex- 
tensively in commercial agriculture. They are used 
on nearly all tree crops, on the majority of field 
crops and to some extent on forage crops from the 
time of budding or sprouting to shortly before har- 
vest and are applied as spray or dust from both 
ground and aircraft equipment. Chemicals in this 
group are unlike any others in common use in that 
they are cholinesterase inhibitors. The symptoms 
they cause (and the treatment) are peculiar to them. 
In all these compounds it is the organic phosphorus 
containing part of the molecule that is cholinesterase 
inhibiting. Parathion is diethyl p-nitrophenyl thio- 
phosphate. TEPP is tetraethyl pyrophosphate. HEPT 
is hexaethyl tetraphosphate. EPN is ethyl p-nitro- 
phenyl thionobenzene .phosphonate. OMPA is octa- 
methyl pyrophosphoramide, which has been used in 
the treatment of myasthenia gravis.” Several other 
similar compounds are being used experimentally 
and will probably soon be in general use. On injec- 
tion into laboratory animals there are pronounced 
differences in toxicity of these various compounds, 
but in practical use all present about the same haz- 
ard. Since pharmacologic factors, symptoms and 
treatment are the same for all members of the group, 
they will be discussed simply as organic phosphates. 
This term, although commonly used, is technically 
incorrect, for some are not phosphates. 

While the organic phosphates in pure form are 
liquids, they are packaged and sold in powder con- 
centrate form of usually 15 per cent or 25 per cent 
strength. The concentrate usually is mixed in the 
field with either dust or liquid diluent and the mix- 
ture applied to crops in strengths not exceeding 2 
per cent. Even the dilute mixtures entail hazards 


VOL. 78, NO. 6 + JUNE 1953 


PAUL H. LEACH, M.D., Los Angeles 


¢ Inhalation, skin absorption or ingestion of in- 
secticides containing organic phosphorus may 
result in abrupt onset of serious illness several 
hours following exposure. Because of the acute 
onset, often at night, the patients usually are 
observed by the first available physician rather 
than by an industrial physician. Prompt recog- 
nition and adequate treatment are essential to 
prevent death. 

The organic phosphorus radical has the spe- 
cific effect of inactivating cholinesterase in the 
body. When cholinesterase is reduced below a 
critical level continuous stimulation of the en- 
tire parasympathetic nervous system results. 
The major symptoms are diarrhea, vomiting, 
pulmonary edema, respiratory difficulty and 
tonic convulsions. Myosis is frequently present 
and when found is almost pathognomonic, espe- 
cially if associated with other symptoms. 

Treatment consists essentially of heroic doses 
of atropine or a similar parasympathetic inhib- 
itor, plus supportive therapy. 

Patients who do not die recover rapidly and 
completely, but they should not risk re-exposure 
until cholinesterase activity in the blood 
reaches a static level which may take as long 
as ten weeks. 


unless proper precautions are taken. The organic 
phosphates hydrolyze and eventually become non- 
toxic, whether slowly or rapidly depending on a 
number of factors. In unusual circumstances, cases 
of poisoning are known to have resulted from work- 
ing in fields 34 days after spraying. 


INCIDENCE OF POISONING 


At present organic phosphorus poisoning is vir- 
tually limited to persons who have absorbed insecti- 
cide materials, since the cholinesterase inhibiting 
chemicals are used commercially for no other pur- 
pose. The incidence varies with the season. Among 
agricultural workers it is low during the winter 
months and reaches a peak at the height of the spray- 
ing season. Among formulators, packagers and dis- 
tributors the peak is two or three months earlier. As 
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many as 30 cases have been reported in California 
in one month as occupational diseases. Several 
deaths have occurred. In addition to fatal cases 
following occupational exposure death has followed 
use of one of the agents for a pediculicide, ingestion 
with suicidal intent, and being sprayéd by a play- 
mate using a hand sprayer as a “ray gun.” 

Poisoning is by no means limited to handlers of 
organic phosphate materials. Among those in whom 
it may be suspected are all agricultural workers (in- 
cluding greenhouse and nursery workers) who have 
occasion to enter treated areas after application, 
children playing in treated areas, bee keepers, cas- 
ual trespassers, occupants of houses in or adjacent 
to treated areas, travelers walking past fields during 
application, mechanics working on contaminated 
equipment and many others. 


PHARMACOLOGY AND TOXICOLOGY 


The pharmacologic and toxicologic properties of 
the organic phosphates are not completely under- 
stood, but enough is known to account for most of 
the symptoms and to rationalize the treatment. The 
materials are readily absorbed through the intact 
skin, by inhalation and by ingestion. They are ap- 
parently rapidly broken down by the body and one 
of the breakdown products is paranitrophenol, which 
is excreted in the urine. 


Very small amounts appear to inhibit cholines- 
terase activity only temporarily, but larger amounts 
either destroy cholinesterase or make it permanently 
inactive. There is evidently a quantitative relation- 
ship between the amount of toxic material absorbed 
and the amount of cholinesterase destroyed (or in- 
activated). The destructive effect begins almost im- 
mediately and is completed within a few hours. Ex- 
cept for loss of cholinesterase activity in the blood 
and tissues no organic changes have been observed 
at autopsy in fatal cases other than the congestion 
usually noted following death in convulsive states. 
There is no evidence that the small amounts which 
can be chronically tolerated by man (that is, 
amounts that do not reduce cholinesterase to symp- 
tom-producing levels) cause any symptoms or or- 
ganic changes. Nor is there evidence either that tol- 
erance can be acquired or that susceptibility in- 
creases following repeated exposure. However, it 
should be emphasized that small exposures repeated 
before the lost cholinesterase is regenerated will, in 
time, reduce the activity level to the point at which 
acute symptoms develop. These materials are not 
skin irritants nor are they known to be sensitizing 
agents to any noticeable extent. 

Since the function of cholinesterase is to hydro- 
lyze acetylcholine, destruction of the esterase activity 
in the body allows accumulation of acetylcholine, 
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which is produced by and associated with stimula- 
tion of certain nerves, particularly the postgangli- 
onic fibres of the parasympathetic system. The ac- 
cumulation of acetylcholine results in continuous 
stimulation of the entire parasympathetic system 
(muscarine effect). There is also an effect on other 
portions of the nervous system similar to that of 
nicotine. 

The cholinesterase activity level of erythrocytes 
and plasma in any person remains quite constant 
except as lowered by the organic phosphates and 
severe blood dyscrasias. However, as the activity 
levels vary considerably between persons, one per- 
son may have symptoms of poisoning even though 
he has cholinesterase activity higher than the normal 
for another. It is evident that there is normally con- 
siderably more cholinesterase present in the body 
than is needed to destroy the acetylcholine formed. 
There appears to be a rather thin dividing line be- 
tween the amount of cholinesterase needed to main- 
tain physiologic function and the amount present 
when symptoms appear: Repeated small exposures 
cause no symptoms whatever, then with one addi- 
tional small exposure severe symptoms develop. This 
critical level as measured by erythrocyte activity is 
considered to be below 50 per cent of the normal 
level for the individual. The plasma cholinesterase 
activity level falls more rapidly than that of erythro- 
cytes and also returns to normal more rapidly after 
exposure. It is probable that the erythrocyte activity 
gives the more accurate estimate of tissue cholines- 
terase. Cholinesterase, as indicated by erythrocyte 
levels, is regenerated slowly and may take as much 
as ten weeks or more to return to normal after severe 
poisoning. 

ONSET AND SYMPTOMS 


Since the organic phosphates are rapidly ab- 
sorbed, act quickly upon cholinesterase and promptly 
disappear, the onset of symptoms follows within a 
few hours of the last exposure and is not known to 
have occurred more than 24 hours following expo- 
sure, (It should be remembered, however, that ex- 
posure may occur after the end of the work period, 
particularly from handling contaminated clothing.) 
Symptoms are known to have appeared within fif- 
teen minutes of an exposure consisting of one strong 
whiff of concentrated material. Death has followed 
within two hours after application of a solution as 
a pediculicide. Onset of symptoms most commonly 
occurs during or shortly after exposure or during 
the night when exposure has been in the afternoon. 


The symptoms are those of hyperstimulation of 
the parasympathetic nervous system. In addition 
there may be, in some cases, symptoms like those of 
the excitement stage of nicotine poisoning. Pre- 
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monitory symptoms of headache, sweating and pos- 
sibly salivation or lacrimation may precede for 
about an hour the abrupt onset of any or all of the 
following symptoms: dim vision, dizziness, nausea, 
vomiting, diarrhea, incontinence, difficulty in breath- 
ing, fainting, muscular twitching, tonic convulsions, 
respiratory failure or total collapse. Fixed myosis, 
asthmatic rales or pulmonary edema may also be 
present. The body temperature may be normal or 
vary slightly in either direction. Contrary to theo- 
retical expectations, the patients usually appear to 
be in mild.shock with rapid pulse and low blood 
pressure. There is no inflammatory process. With 
the exception of low cholinesterase activity, blood 
and urine are normal, consistent with the degree of 
dehydration present. 

In light of the toxicologic and pharmacologic 
phenomena involved, it does not seem possible that 
there could be chronic symptoms owing to the or- 
ganic phosphates or that onset of symptoms could 
be delayed beyond the few hours following exposure 
during which cholinesterase is destroyed. Continued 
complaints following exposure to organic phosphates 
are not uncommon, but they are not apparently of 
organic origin. 

DIAGNOSIS 


History of exposure within 24 hours and fixed, con- 
tracted pupils coupled with any of the other symp- 
toms in a previously well subject are almost pathog- 
nomonic of organic phosphate poisoning. How- 
ever, contraction of the pupils does not invariably 
occur, and it may result from the local effect of 
minute amounts of material in the eye with no other 
systemic reaction. Headache, only, if it occurs dur- 
ing or shortly after exposure, should be regarded 
with suspicion and watched carefully. The presence 
of several of the symptoms after exposure is usually 
sufficient to justify treatment. Persons with organic 
phosphate poisoning have astonishingly high toler- 
ance for atropine. If large doses do not diminish 
the symptoms or are not tolerated, some other con- 
dition should be suspected. The reverse serves to 
confirm the diagnosis. The presence of any of the 
symptoms among several of a group with recent sim- 
ilar exposure is highly suspicious; in fact, the whole 
group should be brought under observation if pos- 
sible. Group poisoning by organic phosphates can 
usually be differentiated from group food poisoning 
or poisoning from other chemicals by the presence 
of contracted pupils among some of the patients. In 
single cases in which a history of exposure cannot 
be evoked, organic phosphate poisoning may be eas- 
ily confused with food poisoning or poisoning by 
chemicals that produce pulmonary edema. The con- 
dition must also be differentiated from asthma, 
mushroom poisoning, acute infectious disease, emo- 
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tional reactions with hyperadrenalism, cerebrovas- 
cular disease and cardiac failure. Owing to the time 
factor, laboratory procedures are useless for estab- 
lishing a diagnosis before beginning treatment. A 
low level of cholinesterase activity in the blood, even 
if not determined until several days after the acute 
episode, is useful in confirming a diagnosis. The 
blood does not lose cholinesterase activity to any 
great extent for several hours after death. Therefore, 
the taking of blood samples postmortem is useful in 
unexplained sudden death. Traces of the organic 
phosphates may be observed in examination of tis- 
sue taken soon after death from the liver, brain or 
other organ. Paranitrophenol may be recovered 
from the urine for a few hours after exposure, but 
the procedure is not known to have clinical value. 


TREATMENT 


Treatment of organic phosphate poisoning is 
largely symptomatic, but it must be prompt and ade- 
quate if life is to be saved. Atropine, by paralyzing 
the parasympathetic nerve endings, is the physio- 
logical antidote for the muscarine effect. It should 
be given by injection promptly and in large doses. 
The tolerance for atropine is greatly increased in 
this condition and doses of 1 mg. (1/60 grain) to 
2 mg. (1/30 grain) should be given every hour until 
symptoms are relieved or signs of atropinization 
appear. Thereafter, smaller doses should be given to 
control symptoms. Close observation should be con- 
tinued for 24 hours after the disappearance of symp- 
toms and after the last dose of atropine. This is fre- 
quently the only treatment necessary. If the material 
has been ingested, vomiting should be induced 
promptly if it does not occur spontaneously, or the 
stomach washed. Oxygen therapy should be insti- 
tuted at the first sign of pulmonary edema or respira- 
tory difficulty. Tracheal catheterization may become 
necessary to remove excess secretion. Postural drain- 
age is useful, especially as a first-aid procedure. If 
respiratory failure occurs, prolonged artificial res- 
piration is indicated. Animals have completely re- 
covered after several hours of artificial respiration. 

Symptoms usually disappear rapidly and com- 
pletely when treatment is given. There is no need for 
rest in bed or dietary restriction after disappearance 
of symptoms. The patient should be reassured that 
no permanent damage has been done and that he can 
do ordinary work without further convalescence. 
He should be forbidden to risk even slight exposure 
to organic phosphates until the blood cell cholin- 
esterase activity becomes constant (presumably at 
the level that is normal for the patient). To bolster 
the warning the patient must be made to understand 
why further exposure is dangerous even though he 
may feel perfectly well. ‘ 
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If at all possible, patients with organic phosphate 
poisoning should be hospitalized, regardless of how 
mild the case may at first appear to be, in order to 
maintain close observation and that oxygen therapy 
may be available on short notice. If a patient must 
be treated at home or in an office, both the patient 
and someone able to supply immediate transporta- 
tion should be advised of the danger and told to 
take the patient immediately to adequate medical 
care at the first sign of return or increase of any 
symptoms. 

Use of morphine is contraindicated because of the 
effect on the respiratory system. Other sedative or 
hypnotic drugs should be used carefully and only 
when essential. BAL (British anti-Lewisite) , sodium 
thiosulphate, calcium gluconate and other drugs 
often used in some types of chemical poisoning are 
not indicated in this condition and they may be 
damaging. 

As the organic phosphates are not irritants and 
are not active skin sensitizing agents, if dermatoses 
should develop following exposure to pesticides con- 
taining organic phosphates they should be treated as 
separate entities caused perhaps by other materials 
in the mixture. 


LABORATORY PROCEDURES 


The determination of the cholinesterase activity 
levels both in the erythrocytes and in the plasma is 
of great value in connection with organic phosphate 
poisoning, but its chief use is as a preventive meas- 
ure. It is also used for confirmation of diagnosis and 
for determining when cholinesterase regeneration is 
complete after poisoning. There are three techniques 
for this determination in common use. The results 
are comparable for clinical use but the reports are 
in different units, necessitating conversion before 
comparison. 

The method in most common use is that described 
by Michel.’ Results are reported in electrometric 
units, 


The method described by Stedman and co-work- 
ers gives results in terms of how many cubic centi- 
meters of fiftieth normal sodium hydroxide solution 
it takes per cubic centimeter of sample to neutralize 
the acetic acid produced by the reaction between 
cholinesterase and acetylcholine. 


A third method utilizes the Warburg apparatus, 
and the results are reported in terms of carbon diox- 
ide liberated on neutralization of the acetic acid 
produced by the reaction. 

A 10 cc. specimen of venous blood is enough for 
analysis by any of the techniques if prepared as fol- 
lows: Use dry needle, syringe and tubes. Place the 
blood in a citrated tube and shake thoroughly. Cen- 
trifuge as soon as possible and put the plasma in a 
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clean tube. Wash and centrifuge the erythrocytes 
three or four times with normal saline solution and 
leave suspended in about 10 cc. of saline solution. To 
avoid possible confusion, it is well to put a label read- 
ing “not accurately diluted” on the tube containing 
the erythrocytes. This will warn the laboratory to 
centrifuge the cells and dilute in accordance with the 
technique to be used. The samples should be refrig- 
erated before and during shipment for best results. 
Capillary blood may be used to advantage under 
certain conditions, but a specimen of that kind ought 
not be depended upon unless previous arrangement 
has been made with the laboratory. 


Since the activity levels for both erythrocytes and 
plasma vary widely between persons, it is unrealistic 
to designate a so-called “normal” level. The range of 
normal levels is so broad that symptoms may occur 
in some persons at a level higher than the normal 
for others. Nevertheless, for the sake of convenience, 
several workers report results as per cent of average. 
Their figures are often miscalled “per cent of nor- 
mal.” Thus, reports of over 200 per cent are not un- 
common and symptoms of poisoning may occur in 
some persons with cholinesterase activity at around 
100 per cent. The average normal activity level for 
erythrocytes has been found to be, by the Michel 
technique, roughly that which is required to reduce 
pH by 0.75 in one hour. Activity at that level, stated 
in results by the Stedman method, would be 2.8 cc. 
of fiftieth normal sodium hydroxide solution. 

In subjects that have not been exposed to cholin- 
esterase inhibitors the plasma and erythrocyte levels 
are approximately equal, but after exposure the 
plasma level falls more rapidly than that of the cells. 
On the other hand, the plasma level rises much more 
rapidly than that of the cells after termination of 
exposure. This phenomenon is graphically illus- 
trated in a recent article describing the use of OMPA 
in the treatment of myasthenia gravis.? The cholin- 
esterase activity of the erythrocytes probably most 
closely parallels that of the body tissues. Determina- 
tion of the level in either cells or plasma may be 
used as an aid in diagnosis of organic phosphorus 
poisoning provided the difference in levels between 
the two in unusual circumstances is kept in mind. 

It is extremely unlikely of course that the normal 
cholinesterase level for a person in whom organic 
phosphate poisoning is suspected will be known. 
There is, however, a working rule that is helpful: 
It is known that symptoms rarely occur until the 
cholinesterase level falls at least 50 per cent below 
the normal level, and since the normal of nearly all 
persons is above 50 per cent of average, it follows 
that a report of plasma cholinesterase below 25 per 
cent of average is very strongly suggestive of clini- 
cal poisoning without reference to the individual 
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normal. Reports between 25 per cent and 80 per cent 
of average are suspicious and justify further fol- 
low-up. 

A progressive rise in either erythrocyte or plasma 
cholinesterase activity indicates that excessive ex- 
posure to organic phosphates has occurred and that 
regeneration is taking place. The plasma cholinester- 
ase may reach a stationary level about three weeks 
after clinical poisoning; erythrocyte activity may 
take as much as ten weeks to become stationary 
(presumably at the pre-exposure level), the time de- 
pending somewhat on the severity of the exposure. 

Perhaps the greatest use for this laboratory proce- 
dure is in the prevention of illness or death from 
exposure to the organic phosphates. Since the fall in 
cholinesterase activity occurs promptly after ab- 
sorption of the organic phosphates, periodic deter- 
minations of the cholinesterase value in the blood of 
persons frequently exposed to these materials could 
be used to show whether or not the rate of destruc- 
tion of cholinesterase was exceeding the rate of re- 
generation. If the tests indicated approaching dan- 
ger, the subject could improve protective measures 
or, at an appropriate time, could be removed from 
the risk of exposure until cholinesterase activity in- 
creased to approximately pre-exposure level. 

Some industrial physicians responsible for groups 
of exposed workers have adopted a policy of recom- 
mending temporary removal from exposure of work- 
ers whose erythrocyte cholinesterase activity falls 
below 50 per cent of the average level. This is admit- 
tedly a compromise owing to the difficulty of deter- 
mining the normal level for each person before ex- 
posure. It may fail to protect those with an unusu- 
ally high normal level and it may work an economic 
hardship on those whose normal level is below aver- 
age, but it does protect the vast majority of work- 
ers. The period between determinations should be 
set by the physician, taking into consideration the 
type and degree of exposure and other factors. 


PREVENTION 


Organic phosphate poisoning will not occur if the 
individual avoids all skin contact, inhalation and in- 
gestion of the material. Proper engineering and 
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process controls eliminate a great many of the haz- 
ards of absorption. In instances where exposure can- 
not be avoided, adequate personal protection may be 
secured by wearing a clean, completely waterproof 
and vaporproof suit covering the entire body in- 
cluding feet, hands and head, wearing a full face- 
piece gas mask with effective organic vapor canister, 
thorough cleaning of contaminated equipment, dis- 
posal of contaminated waste, and thorough bathing 
immediately after removal of protective clothing. 
In actual practice, seldom is a person both able and 
willing to carry out all these precautions completely. 
Moreover, he could not live for long in completely 
impermeable clothing. Therefore, compromises must 
be resorted to, but they should be as near to the 
ideal as practicable in the circumstances. 

Education of both the general public and the 
users of these materials to the very real hazards in- 
volved in even casual and indirect contact with them 
is of great value. The home or home garden use of 
these materials should be actively discouraged. 

The prescription of atropine to be given as a first- 
aid measure has been advocated. While this may be 
justified in certain circumstances, a_ physician 
should be very cautious in prescribing this danger- 
ous drug for use in unskilled hands. Moreover, if 
atropine is given before the patient is examined it 
may confuse the diagnosis and delay treatment. 

555 South Flower Street. 


Note: OMPA is, to some extent, a systemic insecticide— 
that is, the plant absorbs the material and thus itself be- 
comes toxic to the insect. It is probable that other systemic 
organic phosphate materials will soon be registered for sale 
in California. Some of them are not cholinesterase inhibitors 
in vitro but are converted to such within the human body 
with the result that the toxicologic action is essentially the 
same as that of the organic phosphate materials now used. 
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Chest Injuries Among Korean Casualties 


HAROLD J. CHAPMAN, Capt., MC, USN; EVERETT H. DICKINSON, Capt., MC, USN; 
EMANUEL ROLLINS, Cmdr., MC, USN; GERALD L. CRENSHAW, M.D., and 
R. MAURICE HOOD, Lieut., MC, USN, Oakland 


Most battle injuries of the chest are minor wounds 
or penetrating wounds, the only sequelae of which 
are minimal hemothorax or pulmonary trauma. Men 
so wounded usually recover in field or base hospi- 
tals. Major injuries usually involve major circula- 
tory vessels and usually cause death immediately or 
before definitive surgical treatment can be obtained. 


This report concerns the 35 patients with major 
thoracic battle injuries who were treated at the 
U. S. Naval Hospital in Oakland during the first five 
months of the Korean war. Six had non-penetrating 
shrapnel wounds involving the chest and other areas. 
In six of the other 29 cases the penetrating wounds 
were not demonstrable and required no treatment. 
Table 1 shows the extent of injury in these 29 pa- 
tients. Table 2 indicates the therapy used in the 23 
cases requiring further treatment and lists results 
and deaths. 

FIELD TREATMENT 


One important measure in the care of wounded 
in Korea which was not practiced to such a degree 
in World War II is the rapid evacuation of battle- 
field casualties via helicopter to field hospitals and 
hospital ships, and the secondary air evacuation of 
patients from field hospitals to base hospitals and 
to hospitals in the United States. This has made pos- 
sible the saving of many lives that otherwise would 
have been lost by the delay and trauma of jeep and 
field ambulance evacuation. 


The principles of the care of chest injuries are 
largely those formulated and practiced during World 
War II. The immediate care on the battlefield and 
in the field hospital, in general, consists of: 


1. Blood replacement and oxygen therapy. 
2. Closure of sucking wounds of the chest. 


3. Diagnostic needle aspiration in cases where diagnosis 
of pneumothorax or hemothorax is uncertain. 


4, Early and repeated aspiration of hemothorax. 


5. Insertion of intercostal tubes in cases of tension pneu- 
mothorax and massive hemothorax (Figure 1). 


Assistant Chief, Surgical Service—at present Chief, Surgical Service, 
USNH, Corona ( Chapman); Chief, Surgical ice—at present Ex- 
ecutive Officer, Acting Commanding Officer, USNH, Memphis, Tenn. 
(Dickinson) ; Head, Chest Department, Medical Service—at present 

ief, Medical Service, USNH, Guam (Rollins); Civilian Consultant 
in Diseases of the Chest (Crenshaw); Head, Department of Thoracic 


Surgery, Surgical Service (Hood)—United States Naval Hospital, 
Oakland. 
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© Major wounds of the chest usually cause im- 
mediate or early death. Of 35 patients with 
major thoracic battle injuries who were treated 
in one naval hospital, six had non-penetrating 
wounds of the chest and other areas. Of the 
29 with penetrating wounds of the chest, 23 
were treated by aspiration of hemothorax, de- 
cortication in three cases, and thoracotomy for 
control of hemorrhage in one case and for re- 
moval of a foreign body in another. 

Four cases are reported, two to illustrate the 
usual course of treatment and two in which the 
patient died. 


6. Tracheotomy in cases with pulmonary hemorrhage or 
with multiple rib fractures which impair the stability of the 
chest wall. 


7. Frequent tracheal aspiration by means of catheter dur- 
ing the early post-injury period. 


8. Intercostal or paravertebral nerve block with procaine 
to prevent the development of primary edema and to control 
pain. 


The extreme hardships under which medical units 


had to work during combat must be considered, as 
also the fact that many of the medical officers caring 


TABLE 1.—Residual Effects in 29 Cases of Penetrating Wound 
of the Chest 


Hemothorax 
Pneumohemothorax 
Pneumonitis 

Abdominal involvement 
Cardiac injury 


Note: Hemothorax and/or pneumohemothorax was present in the 
thoracoabdominal injuries and in the cardiac injury. 


TABLE 2.—Results of Therapy in 23 Cases of Penetrating 
Wound of the Chest 


Results. 
Number _ Satis- Unsatis- 

Treatment Treated factory factory Death 
Aspiration of hemothorax 2 
Thoracotomy with lobectomy 

and decortication 
Thoracotomy with 

decortication 
Thoracotomy with attempted 

removal of foreign body in 

heart 
Thoracotomy to control hem- 

orrhage of chest wall 
Exploratory thoracotomy 
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Figure 1.—Intercostal drainage of the chest with a catheter. 


for these patients were without training or experi- 
ence in surgery of the kind required. 

Definitive surgical treatment of chest injuries at 
the U. S. Naval Hospital in Oakland is based on 
several flexible general principles. Foreign bodies 
in the thorax are left in situ unless they are large 
or lie near large vascular structures. Foreign bodies 
in the heart are removed if possible. 

Hemothorax is treated by repeated frequent aspi- 
ration as long as fluid is obtained. Response to this 
procedure is usually satisfactory, as was found by 
Sampson and Burford.’ Decortication is done only 
if organized hemothorax occupies half or more of 
the pleural space. Of 15 patients with hemothorax 
only three required decortication. Biological debrid- 
ing agents were not available in sufficient quantity 
during this period to be used extensively. 

Empyema is almost always treated by further pro- 
cedures than closed or open drainage. Open thora- 
cotomy has been used with decortication if neces- 
sary and immediate reexpansion. 

There were two deaths in this series of 35 cases, 
the first resulting from a bullet wound of the heart 
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which produced an arteriovenous fistula and aortic 
regurgitation. The second death resulted from a 
thoracoabdominal injury, the cause of death being 
generalized peritonitis. 


The following case reports illustrate the principles 
of therapy followed. 


Case 1: A Marine received a penetrating bullet wound in 
the left side of the chest which caused hemopneumothorax 
and complete collapse of the lung. During a ten-day period 
the chest was aspirated frequently. Reexpansion of the lung 
was rapid and without complication. Six weeks after the 
injury the patient was asymptomatic, and x-rays of the chest 
showed only minimal pleural thickening at the left base. 

Comment: This case represents the usual course of un- 
complicated, unorganized hemothorax treated by repeated 
aspiration. 


Case 2: A Marine received a gunshot wound in the right 
side of the chest in combat one month prior to admission 
to the hospital. He had been treated by aspiration over a 
ten-day period following the injury; however, the right pleu- 
ral space remained almost completely obliterated by organ- 
ized hemothorax. X-rays of the chest upon arrival at this 
hospital revealed approximately 75 per cent collapse of the 
right lung, with no evidence of mediastinal shift. Only a 
small amount of serosanguineous fluid was obtained by re- 
peated aspiration. On the tenth hospital day thoracotomy 
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was performed with decortication of both parietal and vis- 
ceral surfaces of the right pleural space (Figure 2). Oper- 
ative findings were those of organized hemothorax. The post- 
operative course was uneventful. Postoperative x-rays re- 
vealed complete expansion of the right lung. 


Comment: This case represents the criteria which were 
used in selecting patients for decortication. Repeated needle 
aspiration had not resulted in reexpansion of the lung be- 
cause of the organization of fibrin within the hemothorax. 
The organized hemothorax occupied a space in excess of 
50 per cent of the pleural space. 


Case 3: A Marine received a penetrating bullet wound 
of the posterior chest wall at the level of the seventh rib. 
Thoracentesis was done immediately and bile-stained, sero- 
sanguineous fluid was obtained. A laparotomy was per- 
formed at the field hospital, the findings from which are 
unknown. A Penrose drain was placed beneath the right 
diaphragm at that time. On admission to the U. S. Naval 
Hospital in Oakland a month later the patient was acutely 
ill and had an empyema of the right pleural space. Two 
weeks after admission a right thoracotomy was performed, 
and empyema communicating with a subdiaphragmatic ab- 
scess was found. Considerable destruction of the superior 
surface of the liver was noted. Decortication was performed, 
the defect in the diaphragm closed, and the chest drained 
by the closed method. * 

The patient remained acutely ill, with symptoms of seri- 
ous infection. Increasing signs of peritonitis and mechanical 
intestinal obstruction appeared. On laparotomy on the fif- 
teenth postoperative day, generalized peritonitis was ob- 
served, with mechanical obstruction of a loop of small bowel 
which had become adherent within the pelvis. The patient 
died six hours after operation. 


Comment: This case represents the serious problems en- 
countered in thoracoabdominal wounds, and is typical of 
those cases of chest injury in which the greatest mortality 
occurs. The failure to realize the thoracoabdominal nature of 
the injury and the resultant failure to drain the pleural space 
and to close the injured diaphragm were predisposing fac- 
tors in the patient’s death. 


Case 4: A 20-year-old Marine was admitted to the U. S. 
Naval Hospital in Oakland two weeks after receiving a pene- 
trating bullet wound of the right side of the chest, the 
wound of entrance being just below the right nipple. On 
examination at the time of injury minimal hemothorax had 
been observed. During the ensuing two weeks progressive 
symptoms of congestive myocardial failure developed. Pul- 
monary edema, liver enlargement, ascites, increase in venous 
pressure, cardiac enlargement and dependent edema were 
observed on admission. 


Figure 2.—Pleural plaque removed by decortication in 


Case 2. 


X-rays of the chest showed a bullet lying within the base 
of the cardiac shadow. A clinical diagnosis of arteriovenous 
fistula at the base of the heart, with the possibility of car- 
diac tamponade, was made. The patient was treated by 
digitalization, diuretics, bed-rest and salt-free diet. During 
the period of therapy increasing cardiac failure was evident. 

On the tenth hospital day thoracotomy was performed in 
an attempt to correct the arteriovenous fistula which was 
thought to be present, and to remove the foreign body if 
practicable. The foreign body was found to be lodged 
within the wall of the aorta and left auricle. The patient’s 
condition became precarious and his chest was quickly 
closed. He weakened rapidly and died six. hours after op- 
eration. On postmortem examination the bullet was found 
to have traversed the right auricle, and the aorta and en- 
tered the left auricle. An arteriovenous fistula existed be- 
tween the right auricle and the aorta. In addition, a per- 
foration of the right anterior aortic valve cusp had caused 
serious aortic regurgitation. 


Comment: It is believed that no surgical correction for 
the injury was possible, and it is considered remarkable 
that the patient survived as long as he did. 
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Endoscopy in Hernia at the Esophageal Hiatus 


STEPHEN J. STEMPIEN, M.D., and ARTHUR D. SILK, M.D., Beverly Hills 


HERNIATION of a portion of the stomach through the 
esophageal hiatus of the diaphragm is a well recog- 
nized although poorly understood clinical entity. 
True congenital shortening of the esophagus with 
thoracic stomach is rare; it would be expected that 
symptoms of hiatal hernia would in that condition 
be evident from early infancy. Most cases of her- 
niation through the esophageal hiatus are acquired. 


It is erroneous to assume that hernia of the 
esophageal hiatus occurs only with relaxation of the 
hiatus as in older persons. The authors’ experience 
with endoscopy indicates that in a significant num- 
ber of cases herniation occurs through a normal or 
even a narrowed hiatal ring. The condition is usually 
attributed to increased intra-abdominal pressure, 
especially in obese persons in whom stooping, bend- 
ing, coughing or other stresses exert sufficient pres- 
sure to force the stomach through the hiatal ring, or 
to shortening of the esophagus by inflammation or 
carcinoma. The authors believe that the condition 
is of functional origin in some cases. In some pa- 
tients, usually young, nervous, anxious and tense, 
there is a striking association of symptoms of hiatal 
hernia with previous psychic trauma. It is the auth- 
ors’ hypothesis that the herniation in these persons 
is produced as a result of esophageal spasm and 
shortening which causes a portion of the gastric 
cardia to be drawn through the esophageal hiatus. 
Another functional cause is reflex spasm and short- 
ening of the esophagus, frequently associated with 
other abdominal disorders, particularly chronic 
cholecystitis and peptic ulcer. The functional origin 
of hernia of the esophageal hiatus has not been ade- 
quately stressed. 


The value of endoscopy in the diagnosis of hiatal 
hernia and particularly of associated conditions 
within the hernial pouch has been emphasized by 
several observers. Moersch! and Clerf? recommended 
esophagoscopy as a method of confirming roentgeno- 
graphic diagnosis and stressed the value of it in the 
diagnosis of associated conditions such as gastritis, 
erosion, hemorrhage and ulceration. Benedict*® and 
Belsey,* advised the use of esophagoscopy in cases 
in which the roentgenographic findings are equivo- 
cal or negative. On the whole, the use of gastroscopy 
in hiatal hernia has not met with general acceptance. 
However, Schindler® and Palmer® stated that gas- 
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¢ Endoscopy is useful for confirming diagnosis 
of hiatal hernia as made by x-ray examination, 
for establishing the diagnosis when x-ray exam- 
inations do not disclose the herniation, and for 
observation of resultant abnormalities in the 
affected area. The authors’ experience with 
gastroscopy and esophagoscopy in hiatal hernia 
is reported and the techniques and usual find- 
ings in these procedures are summarized. 


troscopy may be useful to confirm diagnosis made 
from x-ray films and to disclose mucosal abnormal- 
ity within the hernial pouch. Schindler® added that 
gastroscopy may be the method by which hiatal her- 
nia is first diagnosed, implying that subsequent x-ray 
examination usually confirms the diagnosis. The 
present report gives the authors’ experience with the 
use of both esophagoscopy and gastroscopy in pa- 
tients on whom x-ray examinations were also made. 


Of twelve cases of esophageal hiatal hernia in 
which the x-ray findings were unequivocally posi- 
tive, esophagoscopy was done in nine cases and the 
diagnosis was confirmed by this procedure in seven 
cases. Gastroscopy was done in seven cases and con- 
firmation obtained in five. It is very likely that in 
the cases in which these methods did not disclose 
the hernia it was reducible, and it is possible that 
the hernia may have been reduced through the in- 
strumentation. It is of interest that associated abnor- 
mality was found equally well by either method; 
esophagitis, hemorrhagic gastritis of the pouch, and 
superficial gastritis of the pouch were observed in 
one case each by esophagoscopy; atrophic gastritis 
of the pouch and hypertrophic gastritis of the pouch 
were observed in two cases each by gastroscopy. 
Gastroscopy may disclose abnormality which is en- 
tirely confined to the hernial pouch and has no 
effect on the remaining portion of the stomach. In 
one of the cases in this group it was thought that 
esophagitis preceded and then caused herniation. 

In three cases the x-ray findings were equivocal 
and esophagoscopic examination disclosed no ab- 
normality, although on gastroscopy one patient was 
found to have a small hiatal hernia. In this instance 
the area of herniation was out of reach of the 
esophagoscope. Hypertrophic hemorrhagic gastritis 
confined entirely to the pouch was found in this 
patient by gastroscopy. 
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The most striking experience the authors have had 
with hiatal hernia was in eleven patients who had 
clinical symptoms suggesting hiatal hernia and who 
were examined roentgenographically with negative 
results. Two of the cases were diagnosed by esopha- 
goscopy and the remaining nine by gastroscopy. In 
all cases the herniation was small. In one case atro- 
phic gastritis entirely confined to the pouch was dis- 
closed by gastroscopy. No other abnormality was 
observed by either precedure. In one case the diag- 
nosis was confirmed at operation. 


DISCUSSION 


There is no doubt about the value of esophagos- 
copy and gastroscopy in the diagnosis of abnormal- 
ity associated with hiatal hernia, particularly when 
there is hemorrhage or when x-ray examination dis- 
closes a secondary defect within the esophagus or 
within the herniated portion of the stomach. 


The authors conclude from their experience that 
endoscopy is indicated in any case in which the 
symptoms are significant of hiatal hernia and diag- 
nosis cannot be established by x-ray examination. 
If x-ray examination discloses no abnormality of the 
esophagus; if there is no obstruction to the flow of 
barium through the esophagus, and if the large- 
caliber Ewald stomach tube can be easily passed 
into the stomach, the procedure of choice is gastros- 
copy. If these conditions cannot be met, it is wiser 
to use esophagoscopy. 


X-ray diagnosis of hiatal hernia is difficult when 
the hernia is very small and its relationship to the 
diaphragmatic hiatus cannot be readily determined, 
or when the herniated portion of the stomach as- 
sumes a tubular configuration very similar to that 
of the esophagus, instead of the usual dilation of 
the hernial pouch. In two cases where the latter 
condition occurred the x-ray findings suggested the 
presence of esophageal varices. Indeed, esophageal 
varices were diagnosed initially in some patients 
having cirrhosis of the liver; on reexamination by 
endoscopy and x-ray these patients were found to 
have hiatal hernia and not esophageal varices. Such 
a confusion of diagnosis may occur in patients with 
hepatic enlargement and gross hemorrhage from the 
upper gastrointestinal tract, since it might be as- 
sumed that hemorrhage is caused by esophageal var- 
ices when actually a hiatal hernia is present. Even 
if esophageal varices are present, bleeding may be 
the result of congestion, erosion and possible stran- 
gulation by a hiatal hernia. 


Gastroscopy 


The criteria for the diagnosis of hiatal hernia by 
means of gastroscopy have been adequately set forth 
by Schindler. As the gastroscope is withdrawn, a 
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contracted portion of the stomach is encountered at 
the region of the hiatus which may momentarily 
darken the field. Above this ring a secondary pouch 
lined with gastric mucosa is entered; when the in- 
strument is further withdrawn, the field is again 
darkened by the esophageal occlusion. The authors 
have observed, in instances in which the hiatus was 
relaxed and the usual constriction was minimal or 
absent, a rhythmic undulation of the gastric mu- 
cosa synchronous with respiration which is caused 
by the movement of the adjacent margins of the dia- 
phragmatic hiatus against the wall of the stomach. 
This produces a wave-like to-and-fro motion of the 
stomach wall which is highly characteristic and 
never dependent upon intrinsic peristalsis. 


Esophagoscopy 


The authors prefer the newer instruments which 


-are introduced by means of rubber-tipped obtu- 


rators. The most striking feature encountered during 
esophagoscopy is that in nearly all cases the esopha- 
gus is shortened. This is a secondary or acquired 
shortening as a result of the contraction of the lon- 
gitudinal muscle of the esophagus. In a few cases, 
particularly in those of the paraesophageal type, the 
esophagus is not appreciably shortened and may 
even be buckled. Beyond this shortening, a definite 
pouch line with gastric mucosa can be seen and in 
most instances the distal opening into the main body 
of the stomach can be observed, although in a few 
cases, despite considerable maneuvering of the in- 
strument and the patient, this has been impossible. 
If the hiatus is of normal caliber, or is constricted, 
the stomach is drawn through the hiatus as if by a 
purse string, with radiating folds converging upon 
a narrow or slit-like opening. The resultant abnor- 
malities within the hernial pouch or within the 
esophagus are usually easily recognizable by an ex- 
perienced endoscopist, but when the gastric mucosa 
within the pouch has become atrophic it may be dif- 
ficult to differentiate clearly between atrophic gastric 
mucosa and the usually pallid, smooth esophageal 
mucosa. A mucosal biopsy specimen may be taken 
through the esophagoscope for confirmation. 
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This is Part I of an article in - 
parts. Part II will appear in a later issue. 


Part | 


THE VARIETY OF DISEASES that afflict mankind, their 
relative incidence in different times, places and per- 
sons, their causative factors, manifestations, course, 
response to treatment and eventual termination pre- 
sent innumerable problems of personal importance 
as well as scientific interest. Many of them may be 
solved by the detailed recording and careful analy- 
sis of past experiences. Accumulations of such ob- 
servations and improvements in their interpretation 
have contributed greatly to the development of mod- 
ern medicine. Yet, much remains obscure. 

The relative frequency and the seriousness of dif- 
ferent diseases may only be surmised from the frag- 
mentary data at present available. No large popula- 
tions have been observed carefully from birth to 
death to record the incidence of all functional and 
organic disturbances, or even those serious enough 
to cause persons to seek medical and hospital care. 
Questionnaire’ and interview surveys'® suffer from 
ignorance, forgetfulness, and deliberate deception, 
as well as the use of inadequate diagnostic termi- 
nology. The records of physicians in general prac- 
tice, who have intimately observed a large number 
of persons and treated them for all sorts of condi- 
tions over long periods of time, have rarely been 
compiled and reported.® 

Sickness and absenteeism records such as those of 
insurance companies,’ military forces,!* industrial 
organizations and other agencies are generally con- 
fined to restricted samples of a population over brief 
periods of time and seldom yield complete and accu- 
rate diagnostic data. Extensive data regarding num- 
bers of patients, and visits to clinics and other health 
service agencies have been compiled in recent years 
but few published reports give much information 
regarding the varied diagnoses made on these pa- 
tients over a long period of time. The records of the 
California Physicians’ Service and similar medical 
service groups contain a wealth of data for such 
analysis. 
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¢ Classification of the 2,557,035 diagnoses 
made in 1,168,139 different patients at the Los 
Angeles County General Hospital in the pe- 
.riod 1918-48 has been compiled according to 
the new International List of Causes of Diseases 
and Death. Similar tabulation of the 377,776 
diagnoses made in the 112,409 patients who 
died while in the hospital reflects the fatality 
rates associated with these diagnoses. Striking 
differences are shown in the incidence and 
fatality rates in the various conditions and 
great changes have occurred in both during this 
time. Defects and sources of error in these data 
are recognized, but they offer a wealth of valu- 
able material for further study and interpre- 
tation. 


Extensive morbidity tabulations are published 
periodically by governmental agencies, but these are 
generally restricted to only a few conditions, chiefly 
communicable diseases,’ and are notoriously in- 
complete. The confusion generated by inadequate 
morbidity reporting is exemplified by the recent 
concern over the apparent increase in numbers of 
cases of tuberculosis although all that had happened 
actually was more efficient case finding and re- 
porting.® 

Mortality statistics derived from death certificates 
have been extensively compiled in all parts of the 
world, over long periods of time, by governmental 
agencies,'? insurance companies* and other organi- 
zations. Such data have been extensively studied and 
correlated with various characteristics of the popu- 
lation. Most of these studies refer to the primary 
or chief cause of death as stated on the death cer- 
tificate. They do not reveal the incidence of other 
conditions which might have been present .or even 
might have contributed to the death of the patient, 
and they give no information regarding the inci- 
dence of non-fatal conditions from which patients 
recover. 

More extensive and reliable information may be 
obtained by the observation and study of large 
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groups of patients in hospitals. In hospital reports 
all over the world there is a profusion of data for 
successive years on the frequency of various condi- 
tions and the numbers of patients who died of each 
condition. Elaborate systems for classification and 
indexing of such records have been devised and in- 
stalled, such as those at Johns Hopkins Hospital,!° 
and the Combined Hospitals of New York City.® 
Few general tabulations of the statistics of a number 
of hospitals, or even of a single large hospital over 
a large number of years, however, have been pub- 
lished which might give comprehensive and reliable 
data. They have been utilized chiefly for the study 
of a few particular conditions and only by special 
inquiry can data on other diagnoses be obtained. 
Total figures for New York City hospitals have been 
collected for single years, comprising more than 
100,000 patients per annum, but the figures for suc- 
cessive years have not been combined and as yet only 
fragmentary data by individual diagnosis have been 
published. 

The outstanding contribution in this field was the 
statistical report on the 80,000 patients treated at the 
Johns Hopkins Hospital from 1892 to 1911 com- 
piled by Hoffman* more than a third of a century 
ago. The report presented a tabulation showing how 
many patients had each disease, how many of them 
were discharged and how many died. The ratio of 
discharges to deaths relative to any one condition 
could be easily calculated. 

The Los Angeles County General Hospital has 
grown greatly since it was founded in 1878. Then it 
had fewer than a hundred patients; its present capa- 
city is more than 3,600 beds.® In 1918 the number 
of patients discharged was less than 12,000; now 
more than 75,000 are discharged annually. The 
1,168,139 patients discharged from the Los Angeles 
County General Hospital during the 30 years 1918- 
1948 made up about one-fifth of all hospitalized 
patients in this rapidly growing community. A re- 
view of the records of the hospital reflects both the 
changes in the population and the changes in disease 
and its care during this period. 

There were, in general, about as many males as 
females admitted to the General Hospital through- 
out that time, with a similar number of beds on the 
male and female services. The pronounced increase 
in the older age group, greater than that shown by 
successive census figures for the population of the 
country, probably is owing chiefly to the greater 
success in prevention and home treatment of the dis- 
eases of infancy, childhood and young adults than 
of diseases in the geriatric field. 

Patients of Latin-American or Mexican origin, the 
majority of whom were born in the United States, 
have constituted about one-fifth of all patients 
treated at the hospital throughout this time. For the 
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period as a whole, Negroes constituted about one- 
tenth of all patients treated, but the proportion has 
greatly increased in recent years. In 1918 about 5 
per cent of all patients were Negroes; in 1948, more 
than 25 per cent. European born patients made up 
about one-fifth of the total admitted to the hospital 
in the early years of the period; now less than one- 
twentieth are European born—a parallel to a change 
in the nature of the population of the entire county. 

Altogether 112,409 patients, or 10 per cent of all 
patients admitted, died at the hospital during the 
30-year period. Since fatality rates for most condi- 
tions are higher in older patients, the increase in the 
average age of the patients admitted to the hospital 
might have been expected to result in an increase in 
the proportion dying within the institution in recent 
years. Instead, owing to the great advances in the 
efficiency of treatment, there has been an actual de- 
cline in the fatality rates. In earlier years covered 
by the study, about 12 per cent of all patients at the 
Los Angeles County General Hospital died there, 
lately less than 9 per cent. 

Patients have been treated at the Los Angeles 
County General Hospital for a great variety of dis- 
eases. No two patients are affected in an identical 
way. Etiological factors are multiple, both external 
and internal. A myriad of different hereditary or 
congenital abnormalities, developmental or nutri- 
tional defects, physical or chemical environmental 
factors, bacteriological, sociological or psychologi- 
cal stimuli may lead to disturbances in health. Dif- 
ferences in the substrate or internal milieu of the 
patient afflicted result in wide differences in the dis- 
eases that develop in different parts of the body, at 
different ages, or in bodies of different kinds, even 
though the external causative agents may be the 
same in one case as in another. Nevertheless, it is 
possible to group sicknesses together when closely 
related even though they may not be entirely iden- 
tical, and the recognition and study of such disease 
entities is of undoubted pragmatic worth. 

The terminology used in describing the different 
diseases varied with different physicians and at dif- 
ferent times, in accordance with changes in medical 
ideas. In the early years, diagnoses were often made 
simply as a group of symptoms. Usually, however, 
the location of the lesion was recorded, and fre- 
quently its chief causative factor. The Standard 
Nomenclature of Disease published by the U. S. 
Public Health Service in 1919'* was used at the Los 
Angeles County General Hospital until it was re- 
placed there in July 1948 by the Standard Nomen- 
clature of Diseases published by the American Med- 
ical Association.’ A list of the case numbers of pa- 
tients with each diagnosis was maintained manu- 
ally from 1909 to 1928, and since then by punch 
card and mechanical equipment. From these the 
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frequency of occurrence of each condition among 
all patients discharged annually, and among those 
dying in the hospital was determined. 

The relative frequency of the different diagnoses 
varies with the nomenclature and classification used. 
Many of the titles in the 1919 Standard Nomencla- 
ture of Diseases represented synonyms or subclasses, 
and so the true incidence of diseases was often ob- 
scured, For example, 61,515 cases were listed as 
pregnancy, but 36,519 others were recorded under 
the term normal pregnancy. Similarly, the 63,930 
cases of parturition were divided among eight pos- 
sible diagnoses according to position. Combination 
of the different diagnoses was therefore needed if the 
totals were to be correctly evaluated. 

Interpretation of the tabulated data was also com- 
plicated by the difficulty of comparing the different 
diagnoses which were listed alphabetically and so 
did not show the anatomical or etiological groupings 
of diseases. Accordingly, the data were rearranged; 
more than 6,000 classes of the older nomenclature 
were condensed into the 800 rubrics used in the 
new International List of Causes of Disease and 
Death.’* In some cases, where two related diagnoses 
were made on the same patient, this resulted in du- 
plication. Such duplication was particularly frequent 
in diseases involving multiple sites as in tuberculo- 
sis, syphilis or cancer. The total for such diagnoses 
was accordingly greater than the actual number of 
patients concerned. The amount of duplication was 
usually slight, but excessive reliance should not be 
placed on small differences, and in some cases fur- 
ther study may be needed to support conclusions 
based on these data. 

Interesting differences in the relative frequency 
of occurrence of the 2,557,035 diagnoses made in 
the 1,168,319 patients discharged during the 30- 
year period, and in the changes in such incidence 
. during this time, are apparent. The proportion of 
patients with each of the 377,776 diagnoses made 
among the 112,409 patients who died in the General 
Hospital does not actually show the real case fatality 
rate, as patients with irrelevant minor diagnoses 
often died as a result of entirely unconnected con- 
comitant conditions, while others with incurable dis- 
ease were sometimes discharged only to die of it 
elsewhere. Nevertheless, the frequency with which 
any disease may be associated with a fatal termina- 
tion of hospital stay does usually suggest the seri- 
ousness of the condition. 

Using the individual titles in the new Interna- 
tional List of Causes of Disease and Death, the most 
‘ common diagnoses at the Los Angeles County Gen- 
eral Hospital during the past 30 years consisted of 
normal pregnancy and delivery. The 218,158 such 
diagnoses, or 8 per cent of the entire number of 
diagnoses made during this time, represented more 
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TABLE 1.—The Ten Most Frequent Diagnoses at the Los Angeles 
County General Hospital, 1918-1948 


International 
List No. 


660 Delivery—no 
complication 
N908 Multiple and open 
wounds unspecified .. 33 
491 Bronchopneumonia 
002 Tuberculosis 
Arteriosclerotic heart 
disease 
525 Chronic interstitial 
pneumonia 7 35,084 1,021 
Hypertrophy of tonsils... 11 33,758 81 
650 Aborti 5 33,715 _ 435 
ili 31,925 1,957 


30,488 


578,024 


*2,557,035 
*1,168,139 


919 
Nomenclature Discharges 
218,158 642 
61,643 3,396 
49,330 23,795 
44,430 


14,021 
39,493 14,647 


443 Other hypertensive 


heart disease 9,664 


69,659 


Total diagnoses 
Patients 


377,776 
112,409 
*Difference between number of diagnoses and number of patients 


is owing to fact that sometimes several diagnoses in a single case 
were recorded in files. 


than three times the next most frequent diagnosis, 
and this proportion varied little during the succes- 
sive decades. Only 642, or 0.3 per cent of the pa- 
tients with diagnosis of normal pregnancy and par- 
turition died in the hospital (Table 1). 

Of 33,715 cases in which the diagnosis was abor- 
tion or premature delivery, 435 or 1.2 per cent were 
in patients who died in the hospital. During this same 
time there were 23,135 diagnoses of complications 
of pregnancy and childbirth, of which 2,142 or 9 
per cent were in patients who died in the hospital. 
The incidence of pregnancies has increased while 
that of abortions has remained about the same, but 
the incidence of complications has declined sharply 
in recent years. Improved prenatal care and the 
prevention of the occurrence of complications ap- 
pears to have affected maternal mortality in this 
series even more than has the more effective treat- 
ment of obstetrical complications after they had 
arisen. 

Traumatic injuries with multiple or unspecified 
wounds were the next most common conditions. 
There were 61,643 such diagnoses with 3,396 
deaths. The cause of such injuries was not shown in 
the classifications used here, but the proportion 
caused by traffic accidents has increased while those 
caused by industrial accidents or personal attacks 
have diminished. 

The third most frequent diagnosis, bronchopneu- 
monia, was recorded 49,330 times or 2 per cent of the 
total number of diagnoses. This condition greatly in- 
creased in the last decade of the 30-year period 
owing to the increased age of the population and the 
relatively lowered mortality from other conditions. 
Nearly half, 22,795, of all the patients with broncho- 
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TABLE 2.—Diseases and Deaths at the Los Angeles County 
General Hospital, 1918-1948 


Number of Classes 


in 
Nomenclature Discharges 


273,891 
101,724 


Clinical Diagnoses 
or System Involved 
I. Infections 
II. Neoplasms 
III. Metabolic 54,796 
IV. Blood 9,434 
V. so 146,643 
VI. Nervous system 153,007 
VII. Circulatory system 275,982 
. Respiratory system 245,695 
. Digestive system 194,692 
. Genito-urinary system 419 188,086 
. Pregnancy 135 274,998 
. Skin 72,104 
. Bones 40,250 
. Congenital 21,687 
. Infancy 39,088 
. Ill-defined 73,597 
. Violence 391,361 


*2,557,035 
*1,168,139 


Deaths 
39,804 
27,549 

7,888 
3,061 
5,736 
33,678 
86,248 
42,691 
29,031 
20,253 
3,219 
5,222 
2,115 
5,977 

13,201 
19,052 
33,051 

377,776 
112,409 


_ “Difference between number of diagnoses and number of patients 
is owing to fact that sometimes several diagnoses in a single case 
were recorded in files. 


Patients 


pneumonia died in the hospital. The hospital mor- 
tality rate for this disease was higher than for any 
other. The improved prognosis owing to the sulfa 
drugs and antibiotics in later years is obscured by 
the large numbers of cases in which terminal bron- 
chopneumonia was a concomitant of some other 
more important primary condition such as malig- 


nant disease or cardiac failure. Only 13,654 cases 
of lobar pneumonia were recorded in the 30-year 
period, and there was a slight decrease in incidence 
in the later years. Only one-fourth of the patients 
with lobar pneumonia died in the hospital, and the 
mortality rate in the later years ofthe period 
dropped sharply as a result of improved treatment. 

Pulmonary tuberculosis was diagnosed in 44,430 
cases, and 14,021 of the patients died in ‘the hospi- 
tal. For the entire period it was the fourth most 
frequent diagnosis and third among causes of death 
in the hospital.” In the earlier years of the period it 
was foremost in both respects. It has declined greatly 
in recent years despite the fact that county institu- 
tions which include the Los Angeles County General 
Hospital now care for most of the patients in the 
community who have advanced pulmonary tuber- 
culosis. 

Arteriosclerotic heart disease was the fifth most 
frequently diagnosed disease (39,493 cases) but was 


second among the causes of death in the hospital; . 


14,647 (35 per cent) of the patients died. Cardio- 
vascular-renal conditions and malignant tumors 
have become by far the most important causes of 
death. 

Malignant neoplasms, which loom so largely in 
autopsy statistics, do not appear among the chief 
causes of admittance because of the large number 
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of different diagnoses among which they are di- 
vided. The aggregate of all cases of neoplastic dis- 
ease was 101,724 and the number of deaths in the 
hospital was 27,549, The incidence of diagnosis of 
neoplastic disease, especially of the respiratory tract, 
has greatly increased in recent years. 


Of the 17 chief divisions of the new International 
List of Causes of Diseases and Death, the most fre- 
quently diagnosed in patients entering Los Angeles 
County General Hospital was trauma from external 
violence, including poisoning (Table 2). Nearly 15 
per cent of all diagnoses made were in that classifi- 
cation. Next in order were circulatory disturbances, 
pregnancies, and infections, each making up about 
11 per cent of all diagnoses. Respiratory diseases 
made up almost 10 per cent. 


Circulatory diseases caused more deaths in the 
hospital than any other disease. Next was respiratory 
diseases, then infections, nervous diseases, violence, 
digestive diseases and neoplasms, in that order. 


Hundreds of pages of tabulations, prepared for 
this study, have been copied in microfilm form and 
filed in the Pathology Department of the Los An- 
geles County General Hospital, the Los Angeles 
County Medical Association library, and other places 
for use in further investigations. Discretion must 
be exercised in comparing the cumulative clinical 
experience of the Los Angeles County General Hos- 
pital with data from other times and places. The . 
magnitude of the material and the long time period 
concerned, however, make it especially valuable for 
studies of the relative frequency and fatality rates 
from different conditions and the changes which 
have taken place in them during the past generation. 

Box 500, Olive View. 
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A Practical Device for Leg Traction at Home 


ANGELO M. MAY, M.D., and G. F. NORMAN, M.D., San Francisco 


TRACTION ON ONE leg or both is frequently used in 
the treatment of many orthopedic conditions, par- 
ticularly those involving the lower part of the back, 
including mild forms of disease owing to ruptured 
intravertebral discs. 


Hospitalization is so costly that the expense often 
seems unwarranted for leg traction alone. Yet appa- 
ratus for pulley traction set up at home has been 
found difficult to manage, destructive to furniture, 
and otherwise impractical. To solve the problem a 
traction device using the principle of the lever rather 
than a pulley was built (see accompanying diagram). 

It consists of a 1 by 4-inch board frame put to- 
gether with ordinary hinges to form an isosceles 
triangle. To supply the weight necessary for traction, 
a hinge heavier than. the others is used at the angle 
farthest from the bed (see diagram). A standard 
314-pound gate hinge gives the amount of pull 
needed in most cases. A hinge with a removable pin 
is used to attach the frame to an ordinary bedboard 
that is placed under the mattress. As the frame can 
be detached from the bedboard simply by withdraw- 
ing the pin from the hinge, the bed can be made up 
easily when the traction device is not in use. 


A spring scale in the line of traction to measure 
the amount of pull is optional. The weight of pull 
can be adjusted by changing the degree of the obtuse 


VOL. 78, NO. 6 + JUNE 1953 


2" isosceles 
triangle 


Ace bandage 


T-hinge with removable pin 3¢ Ib. gate hinge 


Board under mattress” 


angle between the bedboard and the side of the 
frame that is hinged to it. 

The device can be made for about eight dollars, 
and with it traction can easily be applied by the 
patient himself. 

To prepare the leg for traction, pads of sponge 
rubber are laid along the medial and lateral aspects 
and a strip of web belting with a covering of flannel 
is placed over the rubber, with the ends of the strip 
on either side of the leg and a loop of it below the 
foot. Ace bandage is used to hold the rubber and 
belting in place. The loop of the sling is then at- 
tached to the board frame as shown in the diagram. 
Wearing a shoe of the “loafer” type serves to keep 
the web belting from being drawn inward and press- 
ing uncomfortably upon the ankle. 

450 Sutter Street. 





Testicular Torsion and Acute Epididymitis 


Procaine Infiltration of the Spermatic Cord as an 


Aid in Differentiation 


IN SOME CASES it is difficult to distinguish between 
acute epididymitis and testicular torsion by review 
of the usual factors—onset of pain, history of pre- 
vious episodes, symptoms referable to the lower 
urinary tract, palpation of the scrotum, Prehn’s sign 
and results of laboratory studies. 


Using spermatic cord infiltration with procaine 
(a procedure advocated by Kulenkampfi? and 
Smith* for treatment of acute epididymitis) in two 
cases in which there was a problem of differentiation 
between testicular torsion and epididymitis, the 
author came upon an additional means of distin- 
guishing between the two commonly confused con- 
ditions. 


One patient, 21 years of age, had been lying down when 
there was acute onset of excruciating pain centered in the 
left side of the scrotum and radiating to the left inguinal 
region. It was constant and was made worse by motion. 
Observed upon physical examination were acute tenderness 
of the scrotal contents on the left side, normal intrascrotal 
anatomical relationships on both sides, but pronounced 
thickening of the epididymis and the distal portion of the 
spermatic cord on the left. No abnormality was noted upon 
rectal examination. There was no evidence of infection in 
three-glass specimens of urine. Fifteen cubic centimeters of 
1 per cent procaine hydrochloride was infiltrated into the 
left spermatic cord just distal to the external inguinal ring. 
After sufficient anesthesia was obtained to permit adequate 
scrotal palpation, the testis was manipulated. The procedure 
was slightly painful despite the anesthesia, but after the 
organ had been rotated 360 degrees counterclockwise the 
patient experienced a sudden “give” with release of all 
painful symptoms. He was immediately able to walk and 
exércise without scrotal pain. An hour later the scrotal con- 
tents were normal to palpation on both sides. As it was felt 
that the patient had had acute torsion, bilateral orchiopexy 
was done the following day. Upon inspection during the 
procedure no thickening of the epididymis or the spermatic 
cord on the left was noted. There were no visible vascular 
changes. High investment of the spermatic cord by the 
tunica vaginalis, present bilaterally, was felt to be the cause 
of the acute torsion. 

The other patient, 18 years of age, had acute onset of 
severe pain in the left side of scrotum while shaving. There 
was a history of several previous similar attacks on the 
same side with spontaneous remission. The contents of the 
scrotum on the left side were extremely tender and there 
was anterolateral displacement of the epididymis. The epi- 
didymis and the distal spermatic cord were thickened. The 
scrotal contents on the right side were normal. No abnor- 


From the pee Oygeriees of Urology, University of California 
School of Medicine, San Francisco. 


506 


GILBERT |. SMITH, M.D., San Francisco 


¢ Infiltration of the spermatic cord with pro- 
caine was used in two cases in differentiating 
torsion of the testis from acute epididymitis. 
Detorsion was accomplished by manipulation 
during anesthesia, making it possible to do a 
corrective operation at a convenient time 
rather than carry it out as an emergency 
measure. 


mality was noted upon rectal examination, and urinalysis 
revealed no evidence of infection. Partial anesthesia was 
obtained by infiltration of 10 cc. of 1 per cent procaine 
hydrochloride into the left spermatic cord. Upon counter- 
clockwise rotation of the testis, the patient felt immediate 
relief of pain and an hour later the previously noted intra- 
scrotal abnormalities were no longer present. A diagnosis 
of testicular torsion was thereby confirmed and the patient 
was scheduled for bilateral orchiopexy three days later. Next 
day, however, asymptomatic, he cancelled the arrangements 
for operation. 


TECHNIQUE 


The technique used for infiltration of the sper- 
matic cord with procaine and for detorsion of the 
testis is as follows: The spermatic cord is grasped 
between the thumb and forefinger of the left hand 
as far from the testicle as possible. The skin overly- 
ing the cord is then cleansed with alcohol and a 
small surface area anesthetized with procaine. Ten 
to 20 cc. of 1 per cent procaine hydrochloride is in- 
filtrated throughout the cord as it rests between 
thumb and forefinger, with care taken to avoid intra- 
vascular injection. After 10 minutes the scrotum is 
palpated. If anesthesia is not adequate, the proce- 
dure may be repeated. The involved testis and epi- 
didymis may then be manipulated. 

Chute’ stated that commonly torsion occurs from 
within, outward and forward. Hence, the first at- 
tempt at detorsion should be a gentle twist in the 
opposite direction. It is important to bear in mind 
that torsion may involve from one-half turn to two 
full turns of the cord. It has been the author’s expe- 
rience that anesthesia of the cord relieves approxi- 
mately 90 per cent of the associated pain. It is com- 
pletely relieved only when the testicle is returned to 
the normal position, which may occur suddenly with 
adequate manipulation. 
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DISCUSSION 


Smith* described manual detorsion as a method 
of therapy for testicular torsion and expressed belief 
that by that means operation could be avoided. The 
author does not suggest that manipulation under local 
anesthesia should be a substitute for bilateral orchio- 
pexy. Rather, it is felt that by this means an accurate 
diagnosis can be obtained in questionable cases and, 
when torsion exists, operation can be scheduled 
rather than carried out as an emergency measure. 
Should complete relief of pain not be obtained by 
this method and a suspicion of torsion persist, im- 
mediate operative intervention is indicated. 


Cord anesthesia per se will permit diagnostic pal- 
pation of the scrotal contents and, should epididy- 
mitis be found, will serve as excellent therapy for the 
condition. 
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A New Vasoconstrictor— A Preliminary Report 


IN THE SEARCH for an efficient vasoconstrictor with 
fewer side reactions, particularly regarding rebound 
congestion and sympathicomimetic action in other 
organs, tests were begun in March 1951 using a new 
drug, Otrivin.®* This compound is the hydrochlo- 
ride salt of phenyl-aminomethylimidazoline, a chem- 
ical analogue of Privine.® The preparation used was 
a 0.05 per cent solution of Otrivin with 0.02 per cent 
Bradosol® as a preservative. The pH of the solution 
was 6.18. 


Otrivin was prescribed for 74 adult patients of 
both sexes who were observed at the author’s office 
or at the Otolaryngology Clinic of the Veterans Ad- 
ministration Center, Los Angeles. All had received 
other nasal solutions previously. Each patient re- 
ceived a 15 cc. (14-ounce) bottle of the Otrivin 
solution and was instructed to use three drops in 
each nostril three times a day if necessary. Thirty- 
six patients had two courses of treatment and 14 
had three or more, each course lasting for one to 
two weeks. 


Nine of the patients using the new drug had expe- 
rienced irritation, increased nasal discharge and 


From the Otolaryngology Service, Veterans Administration Hos- 
pital, Los Angeles. 
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*Otrivin,® a compound of the hydrochloride 
salt of phenyl-aminomethylimidazoline, was ad- 
ministered to 74 patients for varying periods as 
a nasal vasoconstrictor. Seventy-three had relief 
of nasal congestion for from five to six hours— 
longer periods than had been obtained with 
other vasoconstrictors they had used. No pres- 
sor effect was noted. 


congestion with previous nasal medication. One of 
them stated that Otrivin became less efficient in re- 
lieving congestion and gave shorter periods of relief 
with repeated administration. This patient had had 
similar experiences with other vasoconstrictors. 


Otrivin relieved nasal congestion for from five to 
six hours, a longer period than that observed with 
other vasoconstrictors, in 73 patients. There were 
no complaints of smarting, headache, flushing, or 
fullness. That there was no systemic absorption of 
the drug was evidenced by the absence of a pressor 
effect such as headache, increased pulse rate, palpi- 
tations, visual disturbance or nervousness. 


For routine otorhinolaryngological examination 
of patients for whom a nasal vasoconstrictor was re- 
quired, the solution was applied by packs and sprays. 
Examination could be efficiently performed 15 sec- 
onds after packing or spraying. Relief.of nasal con- 
gestion was reported as lasting from five to six hours. 
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Pneumoperitoneum in Perforated Peptic Ulcer 


Factors in Roentgenographic Demonstration 


WHEN ROENTGENOGRAPHIC EXAMINATION of the ab- 
domen of a person suspected of having a perforated 
peptic ulcer is carried out, the radiologist is fre- 
quently asked about the reliability of findings, espe- 
cially when no free intraperitoneal air is demon- 
strated. Many of the present standard references in 
radiology’ * 1° do not indicate the frequency of 
positive or negative findings in such examinations. 
Feldman? stated that “pneumoperitoneum is demon- 
strated in about 80 per cent of the cases of acute per- 
forations,” and Sante! made the same estimate, but 
neither indicated the source of his figures or the 
number of cases upon which his statement was 


based. Most of the data on other series reported in. 


the literature are in fairly close agreement with the 
statements made by Sante and Feldman. (A number 
of reports are summarized in Table 1.) There is, 
however, little agreement as to whether the time 
interval between the acute perforation and the roent- 
gen examination bears any constant relation to the 
presence of demonstrable pneumoperitoneum.® * ® 
In addition the evidence is inconclusive as to whether 
the site or size of the perforation bears a constant 
relationship to demonstrable pneumoperitoneum: A 
lively controversy still exists as to which is the opti- 
mum position for the demonstration of free intra- 
peritoneal air.® % 1° 


ANALYSIS OF THE MATERIAL 


The proved cases of perforated ulceration of the 
stomach and duodenum observed at the San Fran- 
cisco City and County Hospital in the eight-year 
period ended July 1, 1950, were reviewed. All cases 
in which there was a final diagnosis of perforation 
of benign ulceration were included, whether or not 
the perforation was sealed off or adherent to liver 
or pancreas at the time of operation or autopsy. The 
total was 337 cases. Data on the site of lesions, inci- 
dence by sex, and the means of diagnosis are given 
in Table 2. 

Roentgenologic examination was performed in 
324 cases (96 per cent). The roentgenograms were 
available for review in 313 cases, and in the remain- 


_ From the Department of Radiology, University of California Serv- 
ice, San Francisco Hospital and the Department of Radiology, Uni- 
versity of California Hospital. 
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¢ Evidence compiled in review of data on 324 
cases of perforated gastric or duodenal ulcer 
indicated that pneumoperitoneum is more likely 
to be demonstrated in roentgen films made 
within six hours after perforation than in films 
made after a longer interval. In several cases 
films made early did not show intraperitoneal 
gas and later films did. There appeared to be 
no constant relationship between the size of the 
perforation and the incidence of demonstrable 
pneumoperitoneum. Pneumoperitoneum was less 
often demonstrated in cases of posterior per- 
foration than it was when the lesion was at an 
anterior site. 

In many cases roentgen examination was per- 
formed with the patient in both the erect and 
the left lateral decubitus positions. These two 
roentgenographic views were equally reliable 
and there was agreement between them in 94 
per cent of the cases. Clinical factors, however, 
may influence decision as to which position 
should be used in each case. Occasionally when 
intraperitoneal gas is not demonstrated in one 
view, it may be observed in films made with the 
patient in the other position. 


ing 11 cases in which roentgen examination was 
done the hospital records included reports on the 
reading of the films. The technique of examination 
consisted of roentgenograms taken with the patient 
upright and/or in the lateral decubitus position. 
Both projections were used in 78 per cent of the 
cases, the value of the left lateral decubitus view 
having been well demonstrated in this hospital in 
1940.'* In addition, in many cases the patient was 
examined in the prone or supine position. Only the 
324 cases in which roentgenologic examination was 
done were included in this study. There was gastric 
perforation in 140 cases and duodenal perforation 
in 184, Pneumoperitoneum was observed roentgeno- 
graphically in 111 (79 per cent) of the cases of 
gastric perforation and in 140 (76 per cent) of the 
cases of duodenai perforation. 

The subjective manifestations of perforation of an 
ulcer are such that usually the time of onset is read- 
ily established. It is feasible to estimate, at least 
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within intervals of six hours, the elapsed time be- 
tween perforation, hospital admittance and roent- 
genologic examination. From the patient histories 
and the hospital records it was possible to determine 
the time that elapsed between acute onset and roent- 
genologic examination in 313 of the 324 cases. In 
Table 3 the cases are grouped according to time in- 
tervals. The term “positive” is used in Table 3 to 
indicate that pneumoperitoneum was demonstrated 
in at least one of the views taken. In 204 cases of 
perforation in which roentgenologic examination 
was performed within six hours of the onset of acute 
symptoms, pneumoperitoneum was demonstrated in 
166 instances (81 per cent). In the remaining 109 
cases the examination was performed after six hours 
and pneumoperitoneum was demonstrated in 79 
instances, or 72 per cent. 


It has never been settled as to whether or not any 
relationship exists between the size of the perfora- 
tion and the presence or absence of pneumoperi- 
toneum (disregarding the apparent “common sense” 


TABLE 1.—Incidence of Pneumoperitoneum in Ruptured Ulcers 
as Reported in the Recent Literature 


Pneumo- 
peritoneum 
-——Noted—. 


Cases with 

Roentgen 
Proved Exam- 
Reference Cases ination 


Vaughanand Singer (1933) ? 
Johnson (1937) 72 
Payne and Rigler (1938) 47 
Thaxter (1940) ? 
Treiger (1947) 90 
Kornblum (1948) 128 
Gasparini and Hood (1951) 73 
Present study (1951) 337 


Per 
Cent 


* Fluoroscopic examination. 


TABLE 2.—Method of Diagnosis and Sex of Patients with 
Perforated Ulcers 


-—Total— 
No. PerCent 


337 ~—s-: 100 


Duodenal 
191(57%) 


Gastric 
Total number of 
proved cases 146(43%) 
METHOD OF DIAGNOSIS 
Surgical 
Autopsy 
SEX DISTRIBUTION 


178 
13 


311 
26 


182 
9 


315 
22 


93 
7 


viewpoint that the larger the perforation the better 
the chance of escape of gas from the gastric lumen). 
In almost all cases in which the lesion was observed 
at operation the size of the perforation was estimated. 
In the cases in which the perforation was noted at 
autopsy by the coroner’s physician, rarely was the 
size mentioned. An estimate of the dimensions of the 
perforation was available in 298 cases (92 per cent). 
There is no constant relationship between the size of 
the perforation and the incidence of pneumoperi- 
toneum (Table 4). 

So far as could be determined there is nothing in 
the literature as to the correlation of the position of 
the perforation, anterior or posterior, with the inci- 
dence of pneumoperitoneum. Information as to the 
site of the lesion was available in 311 (95 per cent) 
of the 324 cases. It is summarized in Table 5. For 
the purposes of this summary lesser curvature and 
anterior perforations were considered together. In 


- general, posterior ulcerations were well described, 


owing to the difficulty in locating them during the 
surgical exploration. In 82 per cent of the cases in 
which perforation occurred through the lesser curva- 
ture or the anterior wall of the stomach, pneumo- 
peritoneum was demonstrated, whereas in only six 
(55 per cent) of the 11 cases of posterior perfora- 
tion was the presence of free air observed roent- 
genographically. Similarly, pneumoperitoneum was 


TABLE 4.—Correlation of the Size of the Perforation with the 
Presence of Pneumoperitoneum 


GASTRIC PERFORATIONS 
Per Cent 
Positive 


DUODENAL PERFORATIONS 
Per Cent 
No. Positive 


Positive Positive 


78 


8 
30 
49 
17 
14 

6 

4 

+ 

3 
22 

9 

166 


Total....132 


» “One patient had two simultaneous perforations (15 mm. and 20 
mm.) , considered as one perforation for the purposes of this table. 


TABLE 3.—Correlation of the Time Interval Between Perforation and Roentgenologic Examination with the Presence of 
Pneumoperitoneum 


GASTRIC PERFORATIONS 
Per Cent 
Positive 


82 


Positive 
‘ta 
2 


1 
5 
2 71* 
7 


DUODENAL PERFORATIONS 


Number 
116 


41 
8 
4 
7 


176 


*Per cent positive of all perforations examined after six hours. 
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TOTAL 
Per Cent 
Positive 


81 


Per Cent 
Positive 


81 


Positive 
166 
48 
12 
6 
13 


Positive 


73* 


94 

27 
7 
4 72* 
6 





TABLE 5.—Correlation of the Site of Perforation with the Presence of Pneumoperitoneum 


Lesser curvature and anterior 
Posterior. 


demonstrated by roentgen examination in 77 per 
cent of cases of anterior duodenal perforation and 


in only 55 per cent of cases in which there was pos-, 


terior perforation. 

In an attempt to evaluate the reliability of the 
various positions advocated as optimal fer the dem- 
onstration of pneumoperitoneum the 254 cases in 
which the patient was examined in both the upright 
and the lateral decubitus positions were analyzed. 
The data are presented in Table 6. 


DISCUSSION 


This report deals only with perforated ulceration © 


observed at operation or at autopsy. It is well known 
that gastroduodenal perforation can heal without 
surgical intervention. The reports listed in Table 1 
are in fairly close agreement as to the incidence of 
demonstrable pneumoperitoneum in gastroduodenal 
perforation. The percentages vary from a low of 60 
in the series reported by Treiger’* to a high of 88 
in that reported by Gasparini and Hood.* Many 
reasons have been advanced as to why intraperi- 
toneal gas is either not present or not demonstrable 
in every case. Payne and Rigler® list some of them 
as follows: (1) Liver adherent to diaphragm; (2) 
perforation occurring below the fluid level of the 
stomach; (3) absence of gas in the viscus at the 
time of perforation, (4) temporary plugging of the 
perforation; (5) prolapse of the redundant mucosa 
into the perforation; and (6) miscellaneous tech- 
nical factors (patient too ill to cooperate). 

In many of the cases in the present series in which 
pneumoperitoneum was not demonstrated, the surgi- 
cal and autopsy reports indicated the reasons. The 
following quotations were taken directly from re- 
ports on gastric lesions: “Perforation sealed off by 
fibrin”; “Posterior perforation adherent to the left 


lobe of the liver and the pancreas”; “Perforation‘ 


sealed off.” Notations in reports on duodenal lesions 
were: “Perforation sealed off by omentum”; “Site 
of perforation sealed off by omentum and plastered 
against the liver”; “Perforation closed by a tab of 
fat.” 

The low incidence of perforation in female pa- 
tients with gastric or duodenal ulcer in the present 
series accords with related data in previous re- 
ports.!* 

There is, however, little agreement as to the rela- 
tionship between the duration of the perforation and 


GASTRIC PERFORATIONS— 
SITE Number 


DUODENAL PERFORATIONS— 
a er Cent oe Per Cent 
Positive Positive Number Positive Positive 


101 82 167 129 77 
55 9 5 59 


176 


TABLE 6.—Analysis of 254 Examinations with Both Upright and 
Left Lateral Decubitus Projections 


Gastric Duodenal 
Perforations Perforations Total 
Agreement between the two 


projections 240 
Both positive 102 181 
Both negative 36 59 


Disagreement between the two 
projections 
Upright view positive 
(decubitus negative) 
Decubitus view positive 
(upright negative) 


the probability of demonstrating pneumoperitoneum. 
Thaxter’* cited Moynihan’s statement that “the 
amount of gas and fluid will depend on the length 
of time that has elapsed since perforation; if: less 
than six hours have passed there will be little or 
no gas.” Levine and Solis-Cohen,® speaking of 
patients suspected of having a ruptured viscus, 
said, “The greater the interval of time between the 
onset of symptoms and the roentgenoscopic exam- 
ination, the greater the likelihood of positive find- 
ings and the larger the accumulation of air.” Pre- 
sumably these are clinical impressions since no data 
are listed by the authors. Available statistics cast 
some doubt upon these impressions. In Johnson’s 
study® the interval in 35 cases in which pneumoperi- 
toneum was demonstrated ranged from one hour to 
36 hours and the average was eight and one-half 
hours. In 22 out of the 35 cases the interval was less 
than ten hours. In seven cases in which free air was 
not demonstrated the interval between onset of symp- 
toms and roentgen examination was from one hour 
to 120 hours and the average was 36 hours. Thax- 
ter'® reported that pneumoperitoneum was demon- 
strated in 73 per cent of patients examined within 
six hours of the onset of symptoms. In the present 
series pneumoperitoneum was noted roentgeno- 
graphically more often when examination was done 
within the first six hours than it was when a longer 
time had elapsed (Table 3). These findings would 
seem to contradict the statements of Moynihan and 
Levine. 


In two cases in the present series there was an 
interesting sequence of findings in regard to this 
time relationship. One was that of a man with pos- 
terior perforation 8 mm. in diameter of the first 
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portion of the duodenum. Roentgenologic examina- 
tion was carried out approximately three hours after 
the acute onset of symptoms, with the patient in both 
the upright and the lateral decubitus positions, and 
free intraperitoneal gas was not demonstrated. As the 
clinical diagnosis was not definite, surgical explora- 
tion was not performed immediately. The patient 
was reexamined roentgenologically eight hours later 
(eleven hours after the acute onset) and at that time 
intraperitoneal gas was noted in films taken in both 
positions. In the other case, that of a man with an 
anterior duodenal perforation 15 mm. in diameter, 
there was no evidence of gas in films taken with the 
subject in both the upright and the lateral decubitus 
position four hours after the acute onset, but in films 
taken three and one-half hours later (seven and one- 
half hours after onset), again in both positions, free 
intraperitoneal gas was observed. These were the 
only cases in which more than one roentgenologic 
examination was carried out in the same episode of 
perforation. The sequence of findings suggests that 
if for any reason exploratory laparotomy is post- 
poned in a case in which perforation of the viscus 
is suspected and free air is not demonstrated, it 
might be well to repeat the roentgenologic examina- 
tion. Winham™ recently reported a further case in 
point, that of a patient with a peptic ulcer which 
perforated following fluoroscopic examination. Fif- 
teen minutes after the onset of acute pain a film 
made with the patient upright showed no evidence 
of air beneath the diaphragm, but three hours later 
a film made with the patient in the same position 
showed a large quantity of intraperitoneal air. 

Little is said in the literature with regard to cor- 
relation of the size of the perforation with roentgeno- 
logic findings. Johnson,® in reporting upon 42 cases, 
mentioned the size of the opening in only 12 of the 
35 cases in which intraperitoneal air was demon- 
strated (the range was from 2 to 15 mm. and the 
average was 6.5 mm.) and in only two of the cases 
in which pneumoperitoneum was not observed roent- 
genographically. Kornblum’ said that he was unable 
to draw any conclusion concerning this problem. 
The data in Table 4 would seem to indicate that 
there is no constant relationship between the size of 
the perforation and the roentgenologic findings. For 
example, free air was demonstrated in 78 per cent of 
the 45 cases in which the gastric perforation was 
between 2 and 3 mm. in diameter, and in 80 per cent 
of the 41 cases in which the opening was 10 mm. or 
more in diameter. The corresponding proportions 
for duodenal perforation were 76 per cent and 87 
per cent. 

It might be conjectured that the incidence of 
pneumoperitoneum would be higher in cases in 
which perforation occurred through the anterior as- 
pect of the stomach or duodenum than in those in 
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Figure 1.—Above, upright. Below, lateral decubitus. 
The patient had a 4 mm. anterior duodenal perforation. 
These roentgenograms were taken three hours after the 
acute onset of severe abdominal pain. In the upright film 
there is no evidence of gas under the diaphragm. Note gas 
between the abdominal wall and the liver in the decubi- 
tus film. 


Figure 2.—Above, upright. Below, lateral decubitus. 
The patient had a 3 mm. anterior duodenal perforation 
and was examined roentgenologically five hours after the 
onset of acute abdominal pain. Note air under both leaves 
of the diaphragm in the upright view. In the lateral de- 
cubitus position there is no evidence of air between the 
liver and the abdominal wall. 


which perforation was at a posterior site. Further, 
since the area immediately around a posterior per- 
foration of the duodenum tends to become adherent 
to the adjacent viscera, the incidence of pneumoperi- 
toneum in such cases should be, theoretically, even 
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less than in cases of posterior perforations of the 
stomach. The first conjecture appears to be sup- 
ported by the data in Table 5: intraperitoneal gas 
was demonstrated in 82 per cent of cases of anterior 
gastric perforation, against 55 per cent in cases of 
posterior perforation. Contrary, however, to the sec- 
ond conjecture was the fact that pneumoperitoneum 
was demonstrated as infrequently in posterior gas- 
tric perforation as in posterior duodenal perforation. 

From the technical aspect there appears to be no 
agreement among radiologists as to whether exam- 
ination of the patient in the upright or in the decubi- 
tus position is the more dependable. Payne and Rig- 
ler® stated, “If pneumoperitoneum is observed at all 
on the x-ray film, it will be seen between the right 
dome of the diaphragm and the liver in 90 per cent 
of the cases.” Johnson® felt that the upright position 
was “essential” for the demonstration of free air. 
Vaughan and Singer’ and Finsterbusch and Gross*® 
advocated the lateral decubitus position. Williams 
and Hartzell’® concluded that “the left lateral de- 
cubitus position is the position of choice.” In 254 
cases in the present series, films were made with the 
patient in both the upright and the left lateral de- 
cubitus position (Table 6). Which view was taken 
first is not known (theoretically it might make a 
difference). There was complete agreement between 
the studies in the two positions in 240 cases (94 per 
cent) and in 14 cases intraperitoneal gas was noted 
in one view but not the other. In the cases of dis- 
agreement, pneumoperitoneum was shown by the 
upright view in seven instances and by the decubitus 
view in seven (see figures 1 and 2). These data indi- 
cate no greater accuracy by one view than by the 
other, but there are other factors to be consid- 
ered. Undoubtedly it is easier for a patient with 
acute pain in the abdomen to turn on his side than 
to sit erect. Also, the lateral decubitus position may 
facilitate the escape of intraluminal gas if there is 
considerable fluid in the stomach. Provided the phy- 
sical condition of the patient permits, it would seem 
wise to take films in both positions. 

327 Primrose Road. 
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Pyloroplasty for Gastric Drainage with Vagotomy 


IT IS WELL KNOWN that vagotomy alone without a 
gastroenterostomy or pyloroplasty has resulted too 
frequently in prolonged gastric retention. Often an 
additional surgical procedure is necessary to estab- 
lish gastric drainage. 

Gastroenterostomy provides excellent drainage 
but it has some definite drawbacks. In 1905 Cannon 
and Blake’ weighed pyloroplasty against gastro- 
enterostomy for pyloric obstruction and concluded 
that pyloroplasty was preferable for the following 
reasons: (1) Food is pressed out of the stomach 
normally by peristalsis; (2) no circulation of food 
is possible after it leaves the stomach (a vicious cir- 
cle is not possible) ; (3) no kinks and sharp turns in 
the bowel are created; (4) there is no fixation of a 
free loop of intestine; (5) foods are mixed in a nor- 
mal manner with the digestive fluids poured into the 
duodenum. These same factors apply today, and to 
them can be added these advantages of pyloroplasty 
or disadvantages of gastroenterostomy: (1) Pyloro- 
plasty permits direct examination of the ulcer crater 
in the duodenum. (2) Gastritis frequently occurs at 
the site of the gastroenterostomy. (3) With gastro- 
enterostomy, too rapid “dumping” may occur. (4) If 
vagotomy is not complete a jejunal ulcer may form 
at the point of anastomosis. (5) Gastroenterostomy 
makes gastrectomy more difficult if resection becomes 
necessary later. (6) Sometimes after gastroenteros- 
tomy a large, boggy, dilated, thick-walled loop of je- 
junum forms just distal to the site of anastomosis. 
(7) Pyloroplasty requires less operating time than 
gastroenterostomy. (8) A rare complication following 
gastroenterostomy is herniation of the jejunum into 
the stomach through the stoma. 

Probably most surgeons would agree that if py- 
loroplasty would suffice as a drainage procedure 
with vagotomy, it would be preferable to a gastro- 
enterostomy, especially in younger patients. The 
question is, does pyloroplasty really give satisfac- 
tory drainage? In an attempt to answer this ques- 
tion, 50 cases in which pyloroplasty was done in 
connection with vagotomy were analyzed. Nine of 
the patients were between 20 and 30 years of age, 17 
in the fourth decade of life, six in the fifth, 12 in 
the sixth, five in the seventh and one in the eighth. 
The primary reasons for operation and the number 
of operations done for each reason were as follows: 
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* Heineke-Mikulicz pyloroplasty for gastric 
drainage in connection with vagotomy was car- 
ried out in 50 cases. 

Postoperatively a nasogastric tube with suc- 
tion was used for 72 hours. The diet then was 
increased very slowly from liquid to bland, over 
a period of several weeks. If symptoms sugges- 
tive of retention developed, the oral intake was 
sharply decreased and if no relief was noted 
the tube was reinserted for 24 to 48 hours. 

Of the 50 patients, 46 had no retention 
symptoms after operation. Of the four who 
had, one required gastroenterostomy but was 
later found to have carcinoma of the pancreas 
with ulceration into the duodenum. The remain- 
ing three responded to conservative measures. 


Intractable pain not relieved by medical treatment, 
18; hemorrhage, 16; pyloric obstruction, 10; multi- 
ple perforations, 4; diagnosis of a prepyloric ulcer 
preoperatively (which proved at operation to be 
duodenal), 2. Thus it is possible to perform pyloro- 
plasty in any case of duodenal ulcer for which surgi- 
cal treatment is necessary or desirable. (If at opera- 
tion the pylorus is found to contain so much scar that 
it is not suitable for pyloroplasty, posterior gastro- 
enterostomy low in the stomach can be done.) Dur- 
ing the same period in which vagotomy-pyloroplasty 
was done in the 50 cases reviewed, vagotomy-gastro- 
enterostomy was done in seven cases, At present the 
ratio is only about two or three to 50. 

The author follows the Heineke-Mikulicz princi- 
ple, described in 1888, for pyloroplasty. Features of 


I. ONE LAYER CLOSURE 


IZ. NON ABSORBABLE SUTURES 
X. INTERRUPTED STITCHES 


TNO CRUSHING FORCEPS 
IL KNIFE OPENING 
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the author’s technique are shown in the accompany- 
ing illustration. 


POSTOPERATIVE CARE 


The patient is ambulated either the day of opera- 
tion or on the first postoperative day. Nasogastric 
suction is used routinely for three full days after 
operation, the patient being maintained by intra- 
venous feedings. After removal of the tube, the pa- 
tient is permitted to have clear liquids in small quan- 
tities for two days and then a full liquid diet. At the 
end of the first postoperative week small quantities 
of soft foods are permitted if the patient has had no 
difficulty or feeling of fullness with the liquid diet. 
A soft diet is continued after the patient is dis- 
charged from the hospital and at the end of a month 
after operation a wider selection of bland foods is 
permitted. 

If at any time a feeling of fullness or epigastric 
distress develops, the quantity of intake is reduced. 
It is important that the patient not overload the 
stomach; small, frequent feedings are in order for 
several weeks after operation. 


POSTOPERATIVE BARIUM STUDIES 


Gastrointestinal x-ray studies after a barium meal 
were made in all cases approximately one week and 
one month postoperatively. In many instances a 
third gastrointestinal series was made in the fourth 


to sixth postoperative month. Barium leaves the 
stomach more slowly after pyloroplasty than after 
gastroenterostomy. This is particularly true in the 
early weeks after operation. This slowing of empty- 
ing time is usually asymptomatic and in most cases 
returns to normal within four to six months. 


RESULTS 


Four of the 50 patients in the series had symp- 
toms of retention postoperatively after removal of 
the nasogastric tube. 


Case 1. A man 24 years of age had vagotomy-pyloroplasty 
because of three previous perforations of a duodenal ulcer. 
Postoperatively the patient had headache and backache, and 
he vomited before meals. One week after operation, x-ray 
revealed 50 per cent gastric retention after six hours. After 
the tenth postoperative day the vomiting stopped and there 


were no further symptoms of retention. Six months _ post- 
operatively x-ray study revealed 15 per cent retention after 
two hours and the stomach was empty in four hours. 


Case 2. A 27-year-old man was operated upon because of 
obstruction in the second part of the duodenum. Upon duo- 
denotomy a large ulcer adjacent to the ampulla of Vater 
was observed. It was also noted at operation that the head 
of the pancreas was very firm. Vagotomy-pyloroplasty was 
performed in the hope that healing of the ulcer would 
eliminate the obstruction in the duodenum at the site of the 
ulcer. Postoperatively the patient continued to have gastric 
retention owing to obstruction in the duodenum. Gastro- 
enterostomy was carried out during the fifth week after the 
first operation. The pylorus was observed to be patent. The 
obstruction was still at the ulcer site. The patient died sev- 
eral months later and at autopsy a pancreatic carcinoma 
with ulceration extending into the second part of the duo- 
denum was observed. Because of the location of the ulcer 
and obstruction beyond the limits of pyloroplasty, gastro- 
enterostomy would have been preferable in this case at the 
time of the vagotomy even though the diagnosis of peptic 
ulcer had been correct. 


Case 3. The patient, a man 26 years of age, had symp- 
toms of retention on the fifth postoperative day. The naso- 
gastric tube was reinserted and 2,000 cc. of fluid was re- 
moved. The tube was left in for an additional four-day pe- 
riod. When discharged on the 14th postoperative day the 
patient was eating soft foods and had no symptoms of reten- 
tion. X-ray studies were made one month postoperatively 
and the gastric emptying time was normal. There was only 
a trace of barium in the stomach on the second, fourth and 
sixth hour films. 


Case 4. The patient was a man 46 years of age. The naso- 
gastric tube was removed on the second postoperative day 
(one day early). The patient had a feeling of fullness after 
eating on the fourth postoperative day and it was deter- 
mined that the oral intake had been increased much too 
rapidly. Reinsertion of the tube was not necessary. In 
roentgen studies one week after operation, 50 per cent reten- 
tion at the end of two hours and 30 per cent retention 
after six hours was noted. One month postoperatively there 
was 50 per cent retention in two hours and 10 per cent 
retention in six hours. The patient had no symptoms of 
retention, however, after the ninth postoperative day, when 
he left the hospital. 


There were no symptoms of retention in the re- 
maining 46 patients after removal of the nasogastric 
tube on the third day after operation. 

337 North Greenleaf Avenue, Whittier. 
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CASE REPORTS 


March (Exertion) Hemoglobinuria 


Combined Hormone Therapy of Pemphigus Vulgaris 


Secondary Hypersplenism with Recurrent Gastro- 
intestinal Bleeding 


Accessory Lobes of the Liver 


March (Exertion) Hemoglobinuria 
Report of Two Cases 


ARTHUR H. COLEMAN, M.D., and 
LEO GABOW, R.T., San Francisco 


MARCH HEMOGLOBINURIA, a clinical condition characterized 
by dark brown pigmentation of the urine after strenuous 
marching or running, was first described by Fleisher in 
1881. It occurs predominantly in men between the ages of 
16 and 35 years”*® and is entirely a separate entity from 
paroxysmal hemoglobinuria, in which syphilis is reported 
to be the causative factor. 


In all reported cases except one, march hemoglobinuria 
was caused by exertion with the patient in an upright al- 
though not necessarily lordotic position. The exception was 
reported by Witts’ who observed a patient in whom hemo- 
globinuria could be evoked by exercise on a bicycle ergo- 
meter and by running with the back acutely flexed. 


The dark brown pigmentation usually is noted at the 
first but occasionally not until the second passage of urine 
following exercise, and the urine is of normal color between 
episodes. Many patients are completely comfortable during 
as well as between episodes. The syndrome is usually 
reported as spontaneously disappearing in from six months 
to two years. 


No tenable theory of etiologic delineation has been 
evolved. Many investigators have expressed belief that the 
episodes of urinary pigmentation are preceded or accom- 
panied by a rise in the content of hemoglobin in the plasma, 
which in turn results in hemoglobinuria. Palmer and 
Mitchell’ offered a different concept: that hemoglobin which 
is normally and continuously discharged into the plasma by 
senile erythrocytes does not clear from the plasma at the 
time of the exercise, with the result that the plasma be- 
comes surcharged with the substance. The majority opinion, 
however, is that behind the cause is either a hemolytic 
process (although circulating hemolysin has not been dem- 
onstrated) or a release of hemoglobin from erythrocytes 
owing to some change in the cell membrane that permits 
permeation. 

In two cases observed by the authors the syndrome was 
precipitated not by marching or running but by violent 
jumping up and down. For this reason it is felt that the 
term exertion hemoglobinuria used by Lowbury and Blakely* 
more accurately describes the syndrome. The precipitating 
factor in all cases reported is exertion, differing only in kind 
—marching in some cases, walking or running in others 
and, as herein reported, jumping up and down. 
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CASE REPORTS 


Case 1. A 28-year-old man was first observed in January 
1950 with complaint of occasional passage of brown urine. 
He related that for the preceding year immediately after 
leaving church services he passed brown urine. On succeed- 
ing days the urine would be clear and would remain so until 
the next attendance at church. The patient said that a part 
of the church ceremony consisted of shouting, handclapping 
and jumping up and down. There were no associated symp- 
toms such as fever, chills or pain in the back. Upon physi- 
cal examination the only abnormality noted was moderate 
tenderness of the prostate, which was not enlarged. The 
posture was normal. 

Upon request, on the following Monday the patient sub- 
mitted two specimens of urine, one collected soon after he 
left church and the other the next morning. The first speci- 
men was reddish brown in color and the reaction to a test 
for albumin was 4 plus. Otherwise no abnormalities were 
noted on simple analysis. The second specimen was clear, 
normal in color and contained no albumin. 

Further study of the urine to determine the pigmenting 
element and of the blood for possibly related information 
was contemplated, but the patient did not return until a 
year and a half later. With him was a friend who com- 
plained of severe pain in the back. In interview it was 
elicited that the friend attended the same church as the 
former patient and that he also passed brown urine after 
church services. Studies of both patients were then carried 
out concurrently (Table 1). 


Case 2. The patient, a 27-year-old man with complaint of 
excruciating pain in the back, said that for some five years 
he had had almost continuous pain, described as a drawing 
sensation, which was relieved somewhat by hyperextension 
of the back. About four years previously he had noted the 
passage of brown urine after he had played baseball rather 
strenuously. He had not noted the phenomenon again until 
he joined the previously mentioned church in 1949, but from 
then on the urine passed after attendance at church was 
brown. 


Upon examination it was observed that the lower portion 
of the spine was acutely flexed anteriorly, owing to muscle 
spasm and pain. Several days later no pathologic condition 
of the back was observed upon examination. The range of 
motion was normal in all directions and there was no evi- 
dence of costovertebral tenderness in the lumbar region. 
The prostate was enlarged and moderately tender, and the 
left epididymis was enlarged but not tender. No abnormal- 
ity was noted in an intravenous pyelogram. 

Both patients were asked to submit specimens of urine 
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TABLE 1.—Data on Studies of Urine and Blood After Exertion 
in Two Cases of Exertion Hemoglobinuria 


Urine: 


ee 
Specific gravity... 


Oxyhemoglobin. 
Blood: 


TPE ONI COG ms cnsesicnseces 
Hemoglobin... 


Distribution of 
leukocytes...................... 

Kolmer test result.............. 

Donath-Landsteiner 
reaction............... 


Case |! 


cos eseeeeeme Dark brown 
re | 


5,100,000 per cu. mm. 
..14.5 grams per 100 cc. 


6,550 per cu. mm, 


.-.-Normal 
- Negative 


-Negative 


Case 2 


Dark brown 

1.022 

None 

4 plus 

Numerous granular 
hyaline casts 
Occasional 
Occasional 

Present 

Present 


4,740,000 per cu. mm. 
13.1 grams per 100 cc. 
9,900 per cu. mm, 


Normal 
Negative 


Negative 


Erythrocyte fragility 
Sedimentation rate 

ne) ELE 
Icteric index. 


Normal 


.-9 mm. in 60 minutes 8 mm. in 60 minutes 
5 


17 units 
0.3 mg. per 100 cc. 
0.9 mg. per 100 cc. 


voided soon after the next church services and also to report 
immediately after services for withdrawal of specimens of 
blood. Laboratory data on the urine and the blood so ob- 
tained are given in Table 1. 


The authors also attended the church to observe the pa- 
tients at the services. During the singing of a hymn, con- 
tinuously for eight minutes, both patients like others in the 
congregation became almost ineffably excited emotionally. 
With facial muscles taut in sardonic grin, they jumped 
and stamped rhythmically at ever increasing pace. The vol- 
ume of voices was well-nigh deafening, the hand-clapping 
thunderous. The two patients, it was noted, threw their 
bodies into extremely lordotic position as they lifted arms 
and faces skyward in the classic attitude of supplication. 
Later another hymn, twice as long as the first and no less 
acrobatically fervid, was sung. It ended in sheer exhaustion 
of the participants. 


TREATMENT 


Gilligan and Blumgart’ reported benefit in some cases in 
which the following means of treatment were used: (1) 
Maintenance of kyphosis during exertion, (2) alkalinization 
of the urine before exertion, and (3) administration of 
large doses of ascorbic acid. 

Both patients here reported upon were given, at first, 500 
mg. of ascorbic acid daily. After a week, the patient in Case 
1 had no episodes of unusual urinary pigmentation. Therapy 
was discontinued at the end of a month, and passage of 
brown urine then recurred. Administration of ascorbic acid 
was resumed but at a dosage of 100 mg. daily, and there 
were no further episodes. The patient in Case 2 continued 
to have attacks even after a month of administration of 500 
mg. of ascorbic acid daily. A starch-free “hyperacidity diet” 
and sodium bicarbonate tablets were then prescribed. When 
the episodes still did not abate, the patient was given 600,- 
000 units of penicillin in oil intramuscularly every other day 
for two weeks. In the first week, although the patient at- 
tended church twice in that period, the color of the urine 
was normal. During the second week the episodes recurred 
and penicillin therapy thereafter seemed to have no effect. 

Treatment must be empirical until more is learned about 
the basic cause of exertion hemoglobinuria. In this connec- 
tion the authors’ attention has been recently focused on the 
discoveries with regard to sickle cell anemia made by elec- 
trophoresis.’ It is hoped that when Tiselius electrophoresis 
apparatus becomes available, similar studies can be made 
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to determine if there is any departure from the normal in 
the hemoglobin of the two patients here reported upon. 
6245 Third Street 
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Combined Hormone Therapy of 
Pemphigus Vulgaris 


DAVID R. TAYLOR, M.D., and 
COLEMAN M. J. ROTTENBERG, M.D., Fresno 


THE EMPLOYMENT of corticotropin (ACTH) or cortisone in 
the treatment of pemphigus vulgaris represents one of the 
major advances in the management of that disease. The use 
of these hormones has kept alive patients who heretofore 
undoubtedly would have died. The various investigators 
throughout the world who have reported successful treat- 
ment of patients moribund with pemphigus have been justi- 
fiably cautious not to claim any cures. The vast majority of 
patients with pemphigus vulgaris die within the first year 
of illness, yet some carry on with remissions and exacerba- 
tions for three years or longer, a variability that confounds 
evaluation of any therapy so far as cure is concerned. To 
indicate the improvement in prognosis with corticotropin 
and cortisone yet not imply that the hormones are curative, 
Sulzberger and Baer® coined the word morbidistatic. 


In addition to other benefits, hormone therapy reduces the 
nursing load and greatly shortens the period of hospitaliza- 
tion, Many patients have been restored to productive lives 
by maintenance doses of corticotropin or cortisone. In some 
cases the disease has been controlled for many months, and 
there are reports of a few patients now in the second year 
of successful management. 

In the following case, both corticotropin and cortisone 
were necessary for control of the disease. 


REPORT OF A CASE 


A 70-year-old white man with pemphigus vulgaris that had 
steadily increased in severity since onset some three months 
previously was observed by one of the authors in consulta- 
tion late in March 1951. There were numerous intact. and 
eroded bullae on the trunk, abdomen, buttocks, flexural 
surfaces of the elbows, on the sides of the neck, in the 
axillae and inside the mouth. 


Naphuride chloride and large amounts of vitamin D had 
been given by mouth, without effect, and the bullous lesions 
on the trunk and extremities were being treated with potas- 
sium permanganate baths and a dusting powder. Cortisone 
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was recommended, and on March 31, 300 mg. was given by 
mouth in a 24-hour period, then 200 mg. the next day and 
100 mg. the next. Little improvement was noted and as the 
patient could not be adequately cared for at home he was 
hospitalized April 6. 

The blood pressure was 130 mm. of mercury systolic and 
80 mm. diastolic. The pulse rate was 60. Three plus pitting 
edema of the wrists, hands, ankles and feet was noted. 

Erythrocytes numbered 4,900,000 per cu. mm. of blood 
and the hemoglobin content was 15.5 gm. per 100 cc. Leuko- 
cytes numbered 15,100 per cu. mm.—77 per cent polymor- 
phonuclear cells, 19 per cent lymphocytes and 4 per cent 
monocytes. Eosinophils numbered 181 per cu. mm. Thirty 
milligrams of corticotropin was given intramuscularly and 
four hours later the number of eosinophils was 154 per cu. 
mm. of blood. (The cells in all the squares in a standard 
leukocyte counting chamber were counted and the total num- 


ber was multiplied by a factor of 11.1 as per the method of ; 


Randolph.) 

Cortisone having been discontinued, the patient was given 
20 mg. of corticotropin intramuscularly every six hours. As 
adjuvant therapy 500 mg. of terramycin was given by mouth 
every six hours, and bacitracin ointment and potassium per- 
manganate soaks were used to treat the lesions. 

At first the patient was completely bedridden and could 
take only liquids by mouth. 

On April 20 the total protein content of the blood was 
5.8 gm. per 100 cc. and the ratio of albumin to globulin was 
1.3:1. On May 4 the total was 5.5 gm. and the ratio 1.1:1. 

By May 24 the bullae had healed and fewer new lesions 
appeared. The patient then was eating a 2,500 calory diet 
without difficulty. The amount of corticotropin administered 
had been gradually reduced to a total of 45 mg. a day and 
on May 25 use of the hormone was discontinued. 

Bullae began to recur and intramuscular administration of 
corticotropin was resumed May 28 on a schedule of 15 mg. 
every eight hours. The bullae again cleared and on June 6, 
with the lesions in complete remission, the patient was dis- 
charged from the hospital with prescription of 8 mg. of cor- 
ticotropin to be given intramuscularly every eight hours, 
1 gm. of potassium citrate three times a day and a diet 
high in carbohydrates, protein and vitamins. 

Two weeks later bullae recurred on both forearms and 
the right knee. The patient was readmitted July 3. He was 
given 30 mg. of corticotropin intramuscularly every eight 
hours and 33.0 mg. of desiccated thyroid twice a day. Topical 
treatment consisted of boric acid ointment and potassium 
permanganate soaks. By July 11 the bullae were completely 
cleared but new lesions appeared on the arms two days later. 
The dosage of corticotropin was increased to 30 mg. every six 
hours and again the bullae cleared. Moderate edema of the 
feet developed but the blood pressure remained about 110 
mm. of mercury systolic and 70 mm. diastolic during the 
entire stay. The patient was discharged July 19 with pre- 
scription of 30 mg. of corticotropin to be given intramus- 
cularly every six hours and potassium permanganate soaks. 

He gradually became worse and was readmitted August 4. 
The intake of salt was restricted. Corticotropin was admin- 
_ istered intramuscularly, 30 mg. every six hours. In addition 
65.0 mg. of desiccated thyroid a day and 500 mg. of ter- 
ramycin by mouth every six hours were given. Bacitracin 
ointment was used topically. New lesions appeared over most 
of the surface of the body. The patient complained of pain 
in all areas and had difficulty in eating owing to extreme 
tenderness inside the mouth. He appeared to be moribund. 
Morphine and Demerol® had to be given for control of pain. 

On August 8 intramuscular administration of cortisone, 50 
mg. every 12 hours, was begun, and in addition 10 mg. of 
corticotropin every six hours. Moon facies began to de- 
velop. The bullae slowly regressed and on September 3 the 
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patient was able to sleep without the use of morphine or 
Demerol. Administration of cortisone was interrupted from 
September 5 to September 8 owing to inability to get the 
hormone, and new bullae began to appear. On September 9 
administration of cortisone and corticotropin was resumed 
on the same schedule as before. 

An electrocardiogram was made October 5 and no abnor- 
malities were noted. 

To maintain positive nitrogen balance, oral administra- 
tion of testosterone propionate on a schedule of 25 mg. 
twice a week was begun October 7. 

The patient gradually improved and was discharged Octo- 
ber 29 in good spirits and with the lesions almost com- 
pletely healed. Intramuscular administration of 50 mg. of 
cortisone every 12 hours and 10 mg. of corticotropin every 
eight hours was prescribed. 

One new bulla developed on the forearm November 6, 
and on November 8 the patient was readmitted to hospital 
with bullae on the forearms, thighs and back. He reported 
one episode of hemoptysis and complained of pain in the 
chest on deep inspiration. Moist rales were heard at the 
base of the right lung and a diagnosis of pneumonitis was 
confirmed by an x-ray film of the chest. Mooning of the 
facies was present as before, but the blood pressure con- 
tinued about 130 mm. of mercury systolic and 80 mm. 
diastolic. No pitting edema was noted. 

Penicillin was given, 300,000 units every 12 hours, and 
bacitracin ointment was applied to the dermal lesions. No 
change was made in the dosage of cortisone and cortico- 
tropin. There was prompt response to treatment and the 
patient was discharged in complete remission November 15. 
In addition to the previously prescribed dosage of cortisone 


_and corticotropin to be injected intramuscularly at home, 


25.0 mg. of testosterone by mouth twice weekly was pre- 
scribed. 

At the time of last observation before this report was 
written, in December 1952, more than a year after the last 
discharge from the hospital, there had been’ no recurrence 
of bullae. The dosage of both corticotropin and cortisone 
was gradually reduced and after mid-September 1952 the 
patient was receiving 20 mg. of corticotropin and 25 mg. 
of cortisone daily. When last determined, in May 1952, the 
albumin content of the blood was 4.8 gm. and the globulin 
2.5 gm. per 100 cc., a ratio of 1.92:1. Moon facies con- 
tinued and acneiform lesions appeared on the trunk occa- 
sionally, but edema did not develop during a period of more 
than a year, the body weight remained constant, the blood 
pressure continued within normal limits, electrocardiograms 
showed no abnormalities, and there was no indication of 
mental aberrations. Although the patient reported gastric 
distress from time to time, no abnormality was observed in 
roentgen study of the upper gastrointestinal tract. A Ran- 
dolph modification of the Thorne test carried out October 
23, 1952, showed 233 eosinophils per cu. mm. of blood be- 
fore injection of 25 mg. of corticotropin and 187 per cu. mm. 
four hours after the injection. Content of sugar in the blood 
(fasting) was determined from time to time and was within 
normal limits. No abnormalities were noted in occasional 
urinalyses. 

DISCUSSION 


The authors believe that combined use of cortisone and 
corticotropin is superior to huge doses of either hormone 
for the treatment of pemphigus vulgaris. The inhibitory 
effect of prolonged use of cortisone on the adrenal cortex 
can be counteracted by the stimulating effect of cortico- 
tropin. . 

The patient in the present case had been taking either 
cortisone or corticotropin for 20 months at the time of this 
report—both of them in combination for 16 months—and 
no new lesions had appeared for more than 12 months. 
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He was active and in good spirits when last observed. In 
the 20 months of almost continuous hormone therapy, dur- 
ing which the patient received a total of 29.475 gm. of cor- 
tisone and 18.131 gm. of corticotropin, no serious side ei- 
fects or untoward reaction developed. 


SUMMARY 


A 70-year-old man with pemphigus vulgaris so severe at 
one time that he was moribund returned to an asymptomatic 
state under continuous therapy with corticotropin and corti- 
sone in combination. At the time the patient was last ob- 
served, after 20 months of treatment, he had had no bullae 
in 12 months, 

715 Patterson Building. 
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Secondary Hypersplenism With Recurrent 
Gastrointestinal Bleeding 


MORRIS BERK, M.D., Oakland 


EssENTIAL, or idiopathic, hyperlipemia is rare. Movitt’ and 
co-workers in a recent review of the literature found reports 
of only 14 cases. They reported three cases they had ob- 
served. Hypersplenism secondary to this unusual metabolic 
disturbance has not been reported as such, although spleno- 
megaly and hemorrhagic tendencies are mentioned. The fol- 
lowing case is that of a patient with essential hyperlipemia 
and secondary hypersplenism. Splenectomy apparently cured 
the hypersplenism. Clinically, the hypersplenic state was 
manifested by repeated severe gastrointestinal hemorrhages 
over a period of several years associated with thrombocyto- 
penia, prolonged bleeding time and deficient clot retraction. 
Bleeding probably occurred from a chronic duodenal ulcer. 
The case had been reported’ previously as one of essential 
hyperlipemia with studies only up until May 1950, a year 
before splenectomy was carried out. The repeated bleeding 
had been ascribed as secondary to the metabolic disorder 
but without an explanation of its mechanism or considera- 
tion of the possibility of hypersplenism. 


CASE REPORT 


A 34-year-old white farm laborer gave a history of inter- 
mittent episodes of cramp-like pain in the left upper quad- 
rant of the abdomen from the age of eight years. He also 
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noted delayed healing of superficial skin wounds. In an 
examination of the blood when the patient was 25 years of 
age the erythrocyte content was reported as 2.6 million per 
cu. mm. and the hemoglobin value 57 per cent. Occult blood 
was present in the stool and the cholesterol content of the 
blood was elevated. It was noted that the serum was milky 
in appearance. No abnormality was noted in examination 
of aspirated bone marrow. Because of the abnormalities men- 
tioned the patient was discharged from military service in 


1943. 


He remained in fair health except for frequent weak 
spells until the fall of 1947, when he was hospitalized else- 
where for severe weakness. At that time rather pronounced 
pallor, a systolic’ murmur, and hepatosplenomegaly were 
noted. Erythrocytes numbered 1.38 million per cu. mm. of 
blood, and thrombocytes 140,000. Bleeding and coagulation 
times were within normal limits. The number of leukocytes 
varied from 3,250 to 5,800 per cu. mm. with a normal differ- 
ential. The content of serum proteins was 5.9 gm. per 100 
cc., with 4.6 gm. of albumin and 1.3 gm. of globulin. Choles- 
terol content was 154 mg. per 100 cc. Liver function tests 
gave normal results. Occult blood in the stools was noted on 
several occasions. No abnormalities were observed in the first 
two of four roentgen series of the gastrointestinal tract; the 
third showed a probable duodenal ulcer and the fourth a 
definite duodenal ulcer with a crater. Esophagoscopy was 
carried out and a tendency to bleed with minimal trauma 
at the cardio-esophageal junction was noted, but no definite 
varices were observed. Bone marrow examination disclosed 
mild erythroblastic hyperplasia. 


In December 1947 the patient had burning pain in the 
left upper quadrant of the abdomen, felt extremely weak 
and was again hospitalized. He was noted to be severely 
anemic and there was occult blood in the stools. A number 
of blood transfusions were given. A few months later a duo- 
denal ulcer was again demonstrated by roentgen examina- 
tion. Following discharge from the hospital the patient con- 
tinued to have frequent periods of weakness, accompanied 
by melena. 

The patient was admitted to the Veterans Administration 
Hospital, Oakland, in June 1949 for pension evaluation pur- 
poses. He was at that time slightly pallid. The spleen de- 
scended two fingers-breadth below the costal margin on deep 
inspiration. There was no enlargement of lymph nodes. 
Erythrocytes numbered 4.35 million per cu. mm. of blood 
and the hemoglobin content was 12 gm. per 100 cc. Leuko- 
cytes numbered 3,850 per cu. mm. with normal differential 
of cells. The thrombocyte content was 110,000 per cu. mm. 
Bleeding time, coagulation time, prothrombin time and 
erythrocyte fragility were normal. In roentgen examination 
of the gastrointestinal tract, indication of ulcer on the lesser 
curvature of the duodenum was noted. The blood serum 
was creamy white. The total content of lipids per 100 cc. of 
serum was 1,375 mg.; of phospholipids, 629 mg.; of chol- 
esterol, 374 mg. The patient was discharged in July 1949. 

Upon returning home the patient found that his activities 
were limited by weakness and dizziness. Melena appeared 
at approximately monthly intervals, lasting at least two or 
three days. In March 1950 he was readmitted owing to 
increasing weakness, hematemesis and melena. The patient 
weighed 140 pounds. Pallor of the skin and mucous mem- 
branes was noted. The blood pressure was 138 mm. of mer- 
cury systolic and 70 mm. diastolic; the pulse rate was 120. 
The spleen was palpable one finger-breadth below the costal 
margin on deep inspiration and the edge of the liver at the 
right costal margin. Erythrocytes numbered 1.87 million 
per cu. mm. of blood and the hemoglobin content was 5.85 
gm. per 100 cc. Leukocytes numbered 6,900 per cu. mm.— 
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84 per cent polymorphonuclear cells and 14 per cent lympho- 
cytes. The blood serum was creamy in appearance and the 
total lipid content was 3,300 mg., phospholipids 500 mg. and 
cholesterol 197 mg. per 100 cc. A sulfobromphthalein test 
revealed no retention of the dye in 45 minutes. The reaction 
to a cephalin cholesterol flocculation test was plus minus 
in 48 hours. Thymol turbidity was 3 units. Serum amylase 
activity was 60 units. Basal metabolic rates were plus 2 and 
minus 8. Sternal marrow biopsy showed hyperplasia of the 
erythropoietic series and the presence of fat storage cells. 
A gastrointestinal series revealed a deformed duodenal cap 
with pronounced irritability but without a definite fleck. 
There was no evidence of varices in the esophagus. 


A strict Sippy regimen was prescribed and the patient 
was given 18 blood transfusions in a period of one month. 
For the first seven days the stools were tarry, then gradu- 
ally they became normal in appearance, but most specimens 
contained occult blood. At the time the patient was dis- 
charged from the hospital in April 1950 the erythrocyte and 
hemoglobin content of the blood was normal. 


After leaving the hospital the patient followed a modified 
Sippy diet and had no symptoms referable to the gastrointes- 
tinal tract except for intermittent melena occurring every 
four to six weeks and lasting for at least several days. He 
was again admitted to hospital in January 1951. During the 
three preceding weeks he had noted tarry stools more fre- 
quently, and eventually pronounced weakness and dizzi- 
ness developed. The patient said he had had no bleeding 
from any other site. There was no family history of blood 
dyscrasia. 


The patient was pale and appeared to be slightly under- 
nourished. The blood pressure was 140 mm. of mercury sys- 
tolic and 70 mm. diastolic, and the pulse rate was 120. 
Again the spleen was palpable on deep inspiration. A tarry 
material was noted on the finger used in rectal palpation. 
Erythrocytes numbered 1.6 million per cu. mm. of blood 
and the hemoglobin content was 5.9 gm. per 100 cc. Leuko- 
cytes numbered 3,500—69 per cent polymorphonuclear cells, 
29 per cent lymphocytes and 2 per cent eosinophils. There 
were 60,000 thrombocytes per cu. mm. Serum bilirubin con- 
tent was 0.1 mg. per 100 cc. Prothrombin time was 93 per 
cent of normal. The reaction to a cephalin cholesterol floccu- 
lation test was negative in 24 hours and 1 plus in 48 hours, 
The result of a Congo Red test was negative. In a second 
examination thrombocytes numbered 36,000 per cu. mm., and 
4.2 per cent of erythrocytes were reticulocytes. A gastro- 
intestinal series again showed a spastic and irritable duo- 
denal bulb. Th: esophagus and stomach were normal, Mod- 
erate enlargement of the spleen caused a pressure defect on 
the greater curvature aspect of the stomach. 


Multiple blood transfusions were given. Tarry stools were 
passed at frequent intervals. After the patient had been in 
the hospital six weeks a severe episode of hematemesis, mel- 
ena, and -shock-like manifestation occurred. Studies during 
the severe hemorrhage showed a definite thrombocytopenia 
and prolonged bleeding time. Clotting time (Ivy) was 6 min- 
utes (normal 5 to 12 minutes). Bleeding time (venous) was 
7% minutes (normal 1 to 6% minutes). Clot retraction 
(Aggeler and Lucia’) showed a total fluid volume of 31 per 
cent (normal 0 to 20 per cent). Additional hematologic data 
were reported as follows: “Sternal marrow smears showed 
moderate hyperactivity. A fair number of fat-laden macro- 
phages were present. The number of megakaryocytes and 
naked megakaryocyte nuclei on smears of the marrow ap- 
peared to be moderately increased. The granulation in the 
cytoplasm appeared normal but only a very few appeared to 
be forming platelets. Very few platelets were seen on the 
bone marrow smears. There was a definite increase in the 
proportion of erythroid cells and a slight tendency to left 
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shift in both the erythroid and the myeloid series.” The 
thrombocyte content of the blood, repeatedly determined, 
varied from 83,000 to 216,000 per cu. mm. but was below 
200,000 in most instances. (The lower limit of normal by the 
method utilized was 200,000 per cubic mm.) 

Splenectomy was advised. The patient continued to have 
frequent tarry stools up until the time of laparotomy on 
April 2, 1951. Upon exploration extensive adhesions were 
observed throughout the upper peritoneal cavity, involving 
all the structures in this region. The spleen was completely 
embedded in a mass of adhesions which were quite dense 
and divided with considerable difficulty. Splenectomy was, 
however, eventually accomplished. The liver, stomach and 
transverse colon were densely adherent to the parietal peri- 
toneum, interfering with observation and palpation of these 
organs. Because of the difficulty encountered, an attempt to 
locate the site of bleeding was abandoned, as was the possi- 
bility of partial gastrectomy with excision of the ulcer. 

On the first postoperative day erythrocytes numbered 5.2 
million per cu. mm. of blood and the hemoglobin content 
was 14.4 gm. per 100 cc. Thrombocytes numbered 280,000 
per cu. mm. The stools immediately became and remained 
negative for occult blood. The patient was discharged ten 
days after making uneventful recovery from the splenectomy. 


PATHOLOGIST'S REPORT 


Pathologist’s report: The spleen weighed 570 gm. On 
cross section the parenchyma was observed to be purple, 
firm, and without fatty areas. The major vessels were intact. 
Microscopic sections showed no endothelial proliferation and 
there were no changes in the vascular walls of the vessels. 
Malpighian corpuscles were of normal size, many containing 
small but active germinal centers. The perifollicular wall of 
reticulo-endothelial cells was somewhat more prominent than 
usual. No pseudofollicles were seen. The sinusoids were 
rather narrow and were either empty or contained a few 
erythrocytes mixed with a few leukocytes. No evidence of 
phagocytosis could be seen. The splenic pulp took up the 
major part of the section owing to pronounced hyper- 
plasia of the reticulum cells. There was no evidence of 
phagocytosis in the pulp and there were no cells suggesting 
storage of lipoid material. Corresponding ion stains did not 
show any free ion to be present. Diagnosis: Reticulum cell 
hyperplasia of the spleen, compatible with hypersplenism. 


The patient was again admitted to the hospital in Febru- 
ary 1952 for follow-up examination. He said that he felt 
considerably better and had noted no melena or other symp- 
tom referable to the gastrointestinal tract. He was not 
pallid. The liver was palpable one to two finger-breadths 
below the right costal margin. Gastrointestinal roentgen 
studies again showed deformity of the duodenal bulb with- 
out a crater. Two stools were negative for occult blood. 
Erythrocytes numbered 4.5 million per cu. mm. of blood 
and the hemoglobin content was 16.8 gm. per 100 cc. There 
were 178,000 platelets per cu. mm. (normal 150,000 to 
350,000). Bleeding time was only two minutes and clot re- 
traction was normal. The patient was discharged a few days 
later. 

COMMENT 


It appears that in the case here reported the diagnostic 
requirements of hypersplenism were fulfilled—hyperactivity 
of bone marrow, splenomegaly and depletion of peripheral 
blood.’ The presence of abnormal appearing megakaryocytes 
in the marrow, with inhibited production of platelets, and 
the absence of phagocytosis in the spleen favor the inhibi- 
tory or humoral mechanism of hypersplenic activity. Such 
splenic influence in the present case seemed to be “selec- 
tive,”* involving chiefly the platelet-forming elements. The 
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rather close relationship of gastrointestinal bleeding with 
thrombocytopenia and prolonged bleeding time was further 
evidence that the hemorrhagic manifestation was due to a 
factor other than, and in addition to, a single ulcerative 
lesion of the mucous membrane. The splenic influence was 
conclusively proven by the abrupt disappearance and con- 
tinued absence of melena, both gross and by occult test, im- 
mediately after splenectomy. In addition the blood picture 
was normal and tests that would indicate hemorrhagic dis- 
turbance if it were present were negative for a year follow- 
up. Although purpura was not present, that does not rule out 
the thrombopenic state,‘ for it may be manifest by local 
bleeding from mucous membranes alone, The bleeding of 
thrombopenia is said to respond dramatically to removal of 
the spleen in such cases. 


Although hemorrhagic tendencies have been described in 
several of the reports of cases of essential hyperlipemia, and 
splenomegaly in most of them, apparently in no case was 
investigation along the lines of associated splenic hyper- 
activity carried out. Hematemesis, epistaxis, death from “‘in- 
creasing hemorrhagic diathesis,” reduction in the thrombo- 
cyte content in a patient with epistaxis, and prolonged bleed- 
ing time have been mentioned. No explanation has been 
offered for these hematologic abnormalities. Such findings 
should arouse suspicion of concomitant hypersplenism, since 
splenectomy may be life-saving. 


Secondary hypersplenism is said to produce a clinical 
picture identical with that of primary hypersplenism, but 
to occur as a complication of a number of chronic disease 
processes such as leukemia, Hodgkin’s disease, Boeck’s sar- 
coid, “Banti’s disease,” Gaucher’s disease and various infec- 
tious diseases such as tuberculosis, malaria, and kala-azar.° 
Apparently no case of hypersplenism secondary to essential 
hyperlipemia has been reported to date. 


SUMMARY 


A case of hypersplenism, secondary to essential hyper- 
lipemia and cured by splenectomy, is presented. No other 
case of hypersplenism secondary to this metabolic disorder 
has been reported in the literature. 

The abnormal splenic influence involved only platelet- 
forming elements with production of thrombocytopenia and 
repeated gastrointestinal bleeding. It is probable that the 
site of bleeding was a duodenal ulcer. 

Splenectomy in hypersplenism secondary to benign pri- 
mary disease, such as essential hyperlipemia, may be life- 
saving. 

Hematologic abnormalities, associated with hemorrhagic 
tendencies and splenomegaly, are reported in the majority 
of cases of essential hyperlipemia. In some cases the pa- 
tients may have secondary hypersplenism. 

13th and Harrison Streets. 
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Accessory Lobes of the Liver 


ROBERT S. POLLACK, M.D., and 
STANLEY D. BURTON, M.D., San Francisco 


THE DIAGNOsIS of any intra-abdominal tumor is always of 
general interest and stimulates much speculation, Were it 
possible accurately to determine the exact nature of such 
tumors by means of physical diagnosis and roentgenography 
alone many operations could be avoided. As this obviously is 
not the case it is important to evaluate each tumor anatom- 
ically so as to presuppose a site of origin. Such a study not 
only enables the surgeon to plan a more effective operation 
but helps the internist in arriving at a diagnosis. 

Despite its complex development the liver is subject to 
few abnormalities, and tumors palpated in the right upper 
quadrant of the abdomen are rarely attributed to other sites 
of origin. When accessory lobes of the liver occur they are 
rare, small, on the undersurface, and usually without clin- 
ical significance. 

The human liver consists essentially of three main lobes 
but is unlike the liver of the pig or that of the dog, which 
are divided into distinct lobules separated by connective tis- 
sue.” *° The three fundamental lobes of the human liver 
develop independently in connection with different embry- 
onic veins. Bradley’ stated that the central lobe with its right 
and left lobules develops about the umbilical veins and the 
right and left lobes along the corresponding omphalomesen- 
teric veins. The cause of fissures in the human liver is not 
clear; there is a possibility that they may be preceded by 
mesodermic septa which separate the lobes at an early period. 


Both Fraser* and Cullen’ reported accessory lobes arising 
in numerous places—from the gallbladder, in the suspensory 
ligament, imbedded in the adrenal gland, in the gastro- 
hepatic ligament and in the pleural cavity. Cullen cited one 
case in which an accessory lobe became twisted on its pedicle 
and made emergency operation necessary. 

The case report appearing below describes an abnormality 
which was not a true accessory lobe but rather an elongation 
of the right lobe of the liver. Despite thorough clinical and 
roentgenographic studies the findings were confused and the 
abnormality was thought to be a tumor separate from the 
liver. 

Jacquemet* pointed out that the right lobe of the liver 
may extend into the iliac fossa. This malformation is totally 
independent of all alterations of the liver and appears to be 
congenital. It is referred to as Riedel’s lobe and is confused 
with a variety of pathologic entities. In 1888, Riedel of Jena 
first described this curious anomaly in which the right lobe 
of the liver, without evidence of pathologic change, may 
extend to below the anterior iliac spine. He reported two 
typical cases. The literature on the subject is voluminous, but 
there is still much doubt and conjecture about the causes to 
which the condition is ascribed: tight lacing of garments, 
pushing down of the right lobe of the liver by an enlarging 
gallbladder, a dragging down of the liver substance by adhe- 
sions to the anterior abdominal wall, the drag of adherent 
prolapsed intestine or other abdominal viscus, and the pres- 
ence of growths and cysts of various kinds. 


Riedel called attention to the facts that extension of the 
right lobe occurs more frequently in women and that after 
evacuation of a distended gallbladder the lobe diminishes in 
size rather rapidly, Finney’ stated categorically that in some 
cases the condition was caused by the tight lacing of wom- 
en’s apparel but that the principal cause is enlargement of 
the gallbladder, with adhesions from preceding inflammatory 
conditions playing an important role. He cited one case in 
which the tongue of liver substance became so attenuated 
that it was almost separated from the main body of the 
liver. He believed that the anomaly was an example of “the 


CALIFORNIA MEDICINE 


| 








Figure 1—Roentgenogram of the abdomen revealing a 
large mass on the right side. 


pliability of the various structures of the human body and 
the ultimate result of mechanical action over long periods of 
time.” 

In the case reported here there was no evidence of pre- 
existing gallbladder disease and no intra-abdominal adhe- 
sions, and tight lacing was not a factor. 
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CASE REPORT 


A 68-year-old white woman had mild pains in the lower 
right part of the abdomen, inconstant in nature and unre- 
lated to bowel function. A large, firm mass extended from 
the pelvis on the right side to about the costal margin. It 
could not be felt on rectal or vaginal examination. The mass 
was smooth and was not tender; because of moderate obes- 
ity it was difficult to determine accurately whether it moved 
with respirations. It was ballottable from behind. No per- 
tinent findings were obtained by thorough roentgen study 
(Figure 1) of the gallbladder, stomach, small and large 
intestine and kidneys; none of the normal viscera seemed 
displaced by the mass. 

The impression was that of retroperitoneal tumor. On 
laparotomy a transverse, deep fissure was seen on the under- 
surface of the right lobe of the liver at about the level of the 
costal margin. Extending beyond the fissure was a long 
tongue or lappet of normal-appearing, smooth liver reaching 
into the iliac fossa. There was no fissure on the anterior 
surface. A biopsy specimen taken from the accessory lobe 
showed only normal liver. 


SUMMARY 


In the case here reported, extension of a lobe of the liver 
was found at operation after mild symptoms had led to a 
diagnosis of tumor. 
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Gamma Globulin, the Health Officer 
And the Family Physician 


COMES SUMMER, comes poliomyelitis. And with it, 
this year, a dual problem of therapy and public 
relations for private physicians and health officers. 

The protagonist this year is gamma globulin, 
derived from whole blood, which has been tested 
and found, variously, to have some effect in prevent- 
ing poliomyelitis and in ameliorating the paralytic 
effects of the disease after it is contracted. 

Perhaps gamma globulin, generally referred to 
as GG, should not be cast in the role of the protago- 
nist. It is, actually, the innocent bystander in a 
battle of giants. In this instance, the bystander does 
not stand to suffer, but its two strongest friends are 
more likely to feel the evil effects of the play. 

These friends are the health officer and the fam- 
ily physician. They have been cast in mere walk-on 
parts in the play between the Office of Defense Mo- 
bilization, the American National Red Cross and 
the National Foundation for Infantile Paralysis, 
Inc. While these titans battle and each protects its 
own position, the health officer and the family phy- 
sician are left to shift for themselves and to absorb 
the public punishment which is due to be meted 
out. 

Placing these giants in their respective positions, 
we find the ODM in the official top spot, in charge of 
the entire program of production and distribution 
of GG. The American National Red Cross has 
assumed responsibility for the collection of whole 
blood, from which GG may be produced. The NFIP 
comes into the picture as a national organization 
primarily interested in preventing and treating po- 
liomyelitis and, incidentally, the owner of large 
supplies of gamma globulin produced before the 
national program was worked out. 

Beneath this top level group come the health 
officers—the state and territorial health officers and 
the numerous county, district and municipal health 
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officers serving in smaller jurisdictions. While these 
specialists in communicable disease have been con- 
sulted in the national planning, their voices have 
been lost in the trumpetings of the giants. The fam- 
ily physician may be listed in the program among 
those “also in the cast.” 

As the distribution program has been worked out, 
57 per cent of that part of the apparent total national 
1953 supply of GG that has been earmarked for 
the prevention or treatment of poliomyelitis will be 
allocated to the state health departments. (It is 
planned that California’s allotment will be used for 
inoculation of persons in the households of patients 
with clinically diagnosed cases of the disease.) The 
remainder of the national supply will be reserved 
for the prevention of infectious hepatitis and meas- 
les and, to a larger extent, for mass inoculations in 
selected communities where it appears there will be 
an unusually high incidence of cases. 

California will receive about 18,000 doses of GG 
for inoculating “household contacts.” With 10 per 
cent of that supply reserved for camps, state institu- 
tions and for use in areas of unusual outbreaks, we 
will have 16,200 prophylactic doses available for a 
population of more than 11,000,000 people. 

The California Medical Association and the State 
Department of Public Health have already called 
the public’s attention to this situation and have 
pointed out that many California parents who would 
like to have their children get GG prophylactically 
must be disappointed. The supply just won’t meet 
the demand. 

Meanwhile, the Red Cross has used the need for 
blood for GG production as a rallying cry in its 
annual drive for funds. The Red Cross has insisted 
that its call for funds has been an honest appeal 
and not, as others have claimed, a misrepresentation 
to the public. The fact remains that no matter how 
much whole blood is secured, the processing facili- 
ties for producing. GG will not accommodate more 
than a small fraction of the national demand. 
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The National Foundation for Infantile Paralysis, 
Inc., has been, and still is, demanding that 80 per 
cent of the total supply of GG be retained for mass 
community inoculations in areas of high incidence. 
Basil O’Connor, director of the NFIP, has retreated 
ungracefully from that demand in view of the com- 
bined opinions of all other groups in the planning 
picture. He is still plumping for selective mass in- 
oculations as a preventive measure, still trying to get 
80 per cent of the total supply. Of course, these 
mass inoculations breed fine publicity—but where 
do they leave the household contacts of patients with 
poliomyelitis outside the selected communities, who 


need prophylaxis and cannot obtain it for lack 
of GG? 


Suppose an outbreak of poliomyelitis hits a com- 
munity. Suppose the incidence is double the five- 
year average on which the basic allocation of GG 
to the states is made. Suppose the same thing hap- 
pens in several other California areas. Where does 
a local physician stand? 


He will be the target of irate parents and family 
members who want whatever protection GG may 
give them, the scoundrel who cannot produce this 
wonderful serum that has been so widely adver- 
tised by large national quasi-medical organizations, 
the scientist who is withholding from the people— 
those who contributed their own money to help pro- 
duce and distribute this serum—the very product 
for which they have paid. 

A family physician may be able to withstand the 
charges leveled: against him, simply because he 
knows his patients well enough to reason with them 
and to be believed by them. But a specialist or a 
physician less well known to the family who is called 
in on a case of poliomyelitis is less likely to be so 
well treated. And a heath officer? Why, he will 
simply be looked upon as a bureaucrat with no 
heart, willing to sit by while poliomyelitis ravages 
the community. 

That is the prospect for the next few months. 
Gamma globulin has been so well advertised to the 
public that a latent demand for it already exists. 
With even a minor outbreak of poliomyelitis, that 
demand will become bitterly vocal. 


Honor Bright 


Not Lone aco the Cancer Commission of the Cali- 
fornia Medical Association made a study of Laetrile, 
a substance which was being used in some quarters 
for the treatment of patients with cancer, and re- 
ported that it found no evidence to warrant use of 
the substance for that purpose. The Commission had 
previously made similar studies in similar circum- 
stances and reported similar conclusions. 
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By and large the reasons for such studies and 
reports are quite as well understood outside the 
medical profession as within: To find out whether 
there is merit in the subject of investigation and, if 
there is, to give it the impetus it deserves; if there 
is not, to say so forthrightly and thus insofar as pos- 
sible put an end to false hope that leads to worthless 
treatment and to delay in application of therapy that 
might be effective if begun early. 

Always, however, when the report is adverse there 
are a vociferous few who howl that a jealous med- 
ical trust is “suppressing competition” or “intimi- 
dating research.” 

To credit such charges it is necessary to believe 
both the unthinkable, that all members of the Cancer 
Commission would, if they could, prevent the use of 
an agent or procedure helpful in the treatment of 
cancer, and the impossible, that they could if they 
would. 

The Cancer Commission is made up of honorable 
physicians whose thoughts are in great measure 
given to ways to wipe out cancer and meanwhile to 
improve detection, diagnosis and treatment of the 
disease. Wholesomely, for an investigative body, 
they are not always in agreement with each other as 
to what present methods are best or as to what direc- 
tion research should take. When they investigate 
they seek not agreement but truth. 

In a mind that gives any place at all to faith, it is 
inconceivable that men of such stamp would not 
welcome and shout abroad a cure for cancer, whether 
it should be found by painstaking research in a great 
medical center, by accident in a high-school physics 
class, or by mumbo jumbo with burned feathers and 
crushed spiders in a mud hut in Borneo. And even 
those few unhappy cynics who are so forlorn they 
can put no faith in honor as a motive, must know 
that to conceal a cure for cancer would be quite im- 
possible no matter who might wish to do so. It need 
only be noted that when the Cancer Commission 
made its report on Laetrile, the public press did not 
swallow it whole without looking; at least some 
newspapers investigated and called upon the advo- 
cates of the substance to say what they would of the 
report. If those advocates had a case to make, they 
could not be kept from making it. Moreover, if Lae- 
trile were effective against cancer, not all the state- 
ments to the contrary that could possibly be mus- 
tered would keep persons with the disease from 
seeking treatment with it. 

As to “intimidation,” the only research that might 
be intimidated by reports such as those made by the 
Cancer Commission would be licentious experiment, 
upon uninformed ‘human subjects, with methods of 
treatment that have not first been thoroughly tested 
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in animals and found to be both effective and safe. 
If that kind of “research” is given come-uppance, 
the more abruptly and the more often, the better. 
Real research is dedicated and passionate and can- 
not: be intimidated or fettered or bounded save by 
its own discipline. 


Much of the work of the Cancer Commission is of 
a plodding, unspectacular kind that attracts little 
public attention. Perhaps few outside the ranks of 
medicine would more than vaguely recognize what 
far-reaching benefits to the public are contained in 
the California Cancer Commission Studies, a man- 
ual distributed in 1950 to all members of the Cali- 
fornia Medical Association and to many other phy- 
sicians in the interest of detection of cancer at an 
early stage when it may be curable by methods al- 
ready available. Fewer still could know how much 


LETTERS to the Editor . 


VA Medical Care 


April 27, 1953 


IT HAS BEEN MY INTENTION for some weeks to write 
you in regard to an editorial brought to my attention 
in the March 1953 issue of CALIFORNIA MEDICINE. 
I do not know whether you or one of your associate 
editors wrote the editorial entitled, ““Veterans and 
Politics.” I regret that prior to its publication factual 
information was not sought in regard to the back- 
ground for the subject of the editorial. I am provid- 
ing factual information for I think you would wish 
to have it. 

Of the $40 million cut in the total appropriation 
for the Veterans Administration as a whole in the 
1953 budget, slightly more than $30 million had to 
be absorbed on a prorated basis during this fiscal 
year in medical and hospital activities. This was 
effected despite rising cost, new legislation which 
imposed increased work loads, and the opening of 
additional hospitals following their construction. As 
a direct consequence, a nationwide reduction of 
2,250 skilled personnel was made in the Veterans 
Administration hospital system. In total, the hospital 
and domiciliary care programs were curtailed in- 
itially to the extent of $20,652,960 with major bud- 
getary cuts sustained in such areas as salaries, sub- 
sistence, contract hospitalization, utilization of con- 
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yeoman’s service went into the preparation and 
publication of that manual. 

The report in the May issue of CaALiForniA MEpI- 
CINE (page 473) evaluating the use of periodic ex- 
amination of asymptomatic persons for purposes of 
early detection of cancer is a further valuable prod- 
uct of the Commission’s years of unremitting and 
largely unsung toil. 

Although the charges of a few critics who snarl 
at the rare public utterances of the Commission are 
insupportable in reason, they must be nettling never- 
theless; and compensatory praise cannot be ex- 
pected, for the Commission must far more often 
dash hope than raise it. Yet the members of the 
Commission have reasons to know the best rewards 
of all—certainty that they have the cordial support 
of those who know them best, and the inner assur- 
ance that comes of a job well done. 


sultants and attendings, and miscellaneous operating 
expenses including the procurement of drugs and 
other essential therapeutic agents. 

In the light of existing fiscal limitations, it has 
been necessary that hospital managers restrict the 
number of operating beds hitherto available for the 
reception of eligible veterans. The loss in operating 
beds now stands at 2,288. This is consistent with 
our policy that the number of beneficiaries afforded 
care in our hospitals may be restricted under such 
circumstances rather than to sacrifice the quality of 
professional service to which former members of the 
Armed Forces are entitled. 


With reference to the out-patient programs of the 
Veterans Administration, which are of primary con- 
cern as indicated by the editorial appearing in the 
March issue of CALIFORNIA MEDICINE, the impact of 
this drastic retrenchment has been felt with special 
force. Initial reductions in this area of activity were 
applied as follows: 

Salaries $2,972,079 
Employee Travel including attendants 57, 


Medical Fee-Basis Services 1,000,000 
Dental Fee-Basis Services. 4,727,000 


$8,756,579 


The President’s budget for fiscal year 1953 in- 
cluded an item in the amount of $10,623,700 to 
cover costs incidental to providing fee-basis medical 
care such as that furnished under contract by the 
California Physicians’ Service. This was reduced to 
$9,623,700 until the third and fourth quarters of 
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the present fiscal year when a partial restoration of 
funds became possible through curtailment of other 
activities in the medical program that we considered 
less essential than the fee-basis medical program. 
The total monies restored to date is $695,170 which 
means that the net reduction in this program has 
been $304,830. 

You will see that the original $1 million plan cut 
in the medical fee-basis services represents but 1/30 
of the reduced appropriations affecting the Depart- 
ment of Medicine and Surgery. You will also see 
the net reduction of $304,830 represents approxi- 
mately 1/90 of the reduced appropriations for the 
Department over which I preside. 

Through Veterans Administration field stations, 
physicians participating in home town care activi- 
ties were informed promptly that the shortage of 
funds made it mandatory that as the occasion de- 
manded, reductions be made in the number of serv- 
ices authorized in connection with the fee-basis treat- 
ment of veterans. Moreover, the membership of state 
medical societies was advised to request additional 
visits in the event that authorized services proved to 
be inadequate in any given case. Finally, managers 
of regional offices were encouraged to transfer funds 
within the medical programs from those activities of 
a less essential nature to those having a high priority. 

The Department of Medicine and Surgery recog- 
nizes its prime responsibility to provide a high stan- 
dard of medical care to all its patients. It is insistent 
that the standard met must be uniform for service 
and non-service connected cases. If there were any 
attempt to dilute the service to the non-service con- 
nected cases, the service-connected veterans would 
be equally adversely affected. Unremitting efforts 
have been exerted to support out-patient activities 
as well as in-patient activities which will meet all 
critical needs. Whenever budgetary cuts have been 
applied, this has been accomplished in an equitable 
manner, taking into account work load increments 
and related factors, and as it pertains to out-patient 
service to pending applications. 

It is noteworthy that of the $10,003,394 actually 
allotted as of April 1, 1953, on a nationwide basis, 
the State of California has received $2,156,911 for 
the fee-basis medical services, or 21.6 per cent of 
the total funds available. This represents a decrease 
of 13.11 per cent from the amount obligated in Cali- 
fornia during fiscal year 1952, as compared to a 
national average reduction of 13.34 per cent over 
the same period of time. The vital role filled by the 
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participating physicians in the medical care—and I 
should well add in the dental care of veterans—is 
fully appreciated. Without their valuable contribu- 
tions the medical and dental programs would fail to 
attain the desired objective. 

I hope this will clarify the reaction of the editorial 
writer, and perhaps as editor you will see fit to 
make correction in the forthcoming number of CALI- 
FORNIA MEDICINE. 


Very sincerely, 
J. T. Boone 


Vice-Admiral (MC) U.S. Navy, Retired 
Chief Medical Director 


Department_of Medicine and Surgery, Veterans Administration, 
Washington, D. C. 


Removal of Moles 


Editor, 
CALIFORNIA MEDICINE 


In his otherwise excellent article Farris (Origin 
and Treatment of Malignant Melanoma, Calif. Med., 
78:110, Feb. 1953) states that all methods of re- 
moval of moles other than sharp dissection should 
be condemned, particularly electrocoagulation. 
Such a sweeping statement is contrary to the experi- 
ence of dermatologists who remove by far the great 
majority of moles. 

Electrodesiccation and electrocoagulation have 
been used by dermatologists, for about fifty years, 
in the removal of selected types of moles largely 
for cosmetic purposes. The results have been emi- 
nently satisfactory. In a period of 35 years I have 
personally removed at least 3000 such moles and 
have no knowledge of a single one developing into 
a melanoma. 

It should be emphasized that no one should 
remove moles by any method unless he is compe- 
tent to evaluate the potential danger of the lesion 
being treated. Contrary to Doctor Farris’ statement, 
biopsies can be done just as well with electrosurgery 
as when a scalpel is used. 

The statement that sharp dissection is the only 
safe treatment of moles overlooks the method which 
some dermatologists use, particularly when a mela- 
noma is suspected, namely the Mohs technic of 
chemosurgery. This microscopically controlled 
method is, in our opinion, the most accurate way of 
determining when every potentially malignant cell 
has been removed. 


H. J. Tempteton, M.D. 





NEWS & NOTES 


NATIONAL + STATE - COUNTY 


LOS ANGELES 


The title of Master of the American College of Physi- 
cians was awarded to Dr. F. M. Pottenger of Pasadena 
on April 16 at the annual convention of the college, Dr. 
Pottenger is professor emeritus of medicine at the Univer- 
sity of Southern California and founder of the Pottenger 
Sanatorium for respiratory diseases in Monrovia. 


% as a 


The Gilbert J. Thomas Award for the best paper submit- 
ted during the recent convention of the American College 
of Surgeons was given to Dr. Max R. Gasper of Long 
Beach. His subject was “Methods and Results of Small 
Intestinal Anastomosis.” 

a mK me 


Dr. Richard R. Braskamp of Alhambra was elected 
president of the Association of Western Hospitals in conven- 
tion at Salt Lake City in May. He is administrator of the 
Alhambra Hospital. 


x x * 


The California Society of Pathologists honored Dr. Alvin 
G. Foord of Pasadena at a dinner during its semiannual 
meeting in Los Angeles in May. 


* * * 


Dr. B. Rex Schmidt, recently returned from Army serv- 
ice in Korea, has been appointed district health officer for 
the San Fernando Valley by Dr. George M. Uhl, city health 
officer. 


x * * 


Dr. Edgar F. Mauer was elected president of the Los 
Angeles County Heart Association at the annual meeting in 
April, and Dr. Clifford B. Cherry was elected vice-presi- 
dent. 


RIVERSIDE 


One of three physicians representing the Riverside County 
Medical Society on the county general hospital commis- 
sion, Dr. Fred A. Clark has been appointed to succeed 
Dr. Van R. Hamilton. 


SANTA CLARA 


Grants-in-aid for cancer research totaling $45,242 
were awarded to eight investigators at Stanford University 
for the 1953-54 period by the American Cancer Society. 
The recipients and their awards are: Dr. Victor C. Twitty, 
head of the department of biological science, $8,000; Dr. A. 
Clark Griffin, associate professor of biochemistry, $4,698; Dr. 
Paul Kirkpatrick, professor of physics, $9,000; Dr. Hadley 
Kirkman, professor of anatomy, $5,184; Dr. Murray Luck, 
professor of biochemistry, $5,000; Dr. Hubert S. Loring, 
professor of biochemistry, $8,500; Dr. E. L. Tatum, profes- 
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sor of biology, and R. W. Barratt, research associate, $4,860. 


The awards are for continuation of work supported during 
the 1952-53 period. 


STANISLAUS 


Dr. William Van Deventer of San Mateo has been ap- 
pointed medical director and superintendent of the Stanis- 
laus County Hospital. 


GENERAL 


Two members of the California Medical Association were 
elected directors of the Industrial Medical Association in 
convention at Los Angeles in April. They are Dr. John E. 
Kirkpatrick of San Francisco and Dr. Benjamin M. 
Frees of Los Angeles. They will serve for the period 1953- 
1955. 

* a * 

The annual Assembly in Otolaryngology sponsored by 
the University of Illinois College of Medicine will be held 
in late September and early October. Surgical anatomy and 
cadaver dissection of the head and neck and histopathology 
of the ear, nose and throat will be studied September 21 
through 26. Lectures and panel discussions will be held 
September 28 through October 3. Information may be ob- 
tained from the department of otolaryngology of the college, 
1853 West Polk Street, Chicago 12. 


* % * 


Dr. William S. Kiskadden of Los Angeles was elected 
president of the California Society of Plastic Surgeons 
in convention at Santa Barbara in April. Dr. Albert D. 
Davis was elected vice-president, and Dr. Katherine L. Ste- 
phenson of Santa Barbara was reelected historian. 


* % * 


Utilization of human placentas as a source of blood 
serum for the production of immune serum globulin was 
urged in a resolution passed in 1949 and recently re- 
affirmed by the State Board of Public Health. The resolution 
calls upon hospitals to make placentas available to produc- 
ers of biologic materials. 


Eg * * 


The third International Congress of Internal Medi- 
cine will be held in Stockholm, Sweden, September 15 to 18, 
1954. The two main subjects for discussion will be the 
pathogenesis and treatment of hypertension and the mesen- 
chymal (collagenous) diseases. Information may be ob- 
tained from the congress at the Karolinska Sjukhuset, Stock- 
holm 60.° 


1% * * 


More than 2,000 public health and medical experts will 
meet in Los Angeles June 10-13 for the annual session of 
the Western Branch of the American Public Health 
Association. The eleven western states, Hawaii and Alaska 
will be represented. President of the organization is Dr. L. 
S. Goerke, chief of the medical division of the Los An- 
geles city health department. 


* a %« 


Applications for appointment as medical officers in 
Federal agencies not included in the U. S. Public Health 
Service and the Veterans Administration are invited by 
the U. S. Civil Service Commission. 

Available positions, some for hospital and clinical service, 
some for administrative or supervisory work, have a starting 
salary of $7,040 per year, plus vacation and sick leave. 
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Applicants must be graduates of a recognized medical 
school, must be licensed to practice in a state or territory 
of the United States, and must have had a year of pro- 
gressively responsible professional experience in the field 
for which they are appointed. There is no age limit for 
most positions. 

Information regarding appointments may be obtained 
from the Regional Director, U. S. Civil Service Commission, 
630 Sansome Street, San Francisco 11. 


* * * 


Exchange of educators, postgraduate students and re- 
search workers in medicine and allied sciences will be en- 
couraged by the Interamerican Foundation for Post- 
graduate Medical Education, whose president is Dr. Al- 
berto Chattas of Argentina. The purpose of the foundation 
is to coordinate and extend present programs for fellowships 
to Latin Americans for postgraduate training in the United 
States and also to arrange for interchange of visiting lec- 
turers. Financial support is being solicited from commercial 
firms in the United States which are interested in encour- 
aging these programs. 

Dr. James T. Case of Santa Barbara is vice-president of 
the foundation and Dr. Charles Pierre Mathe of San Fran- 
cisco is a director. 

Headquarters are at 112 East Chestnut Street, Chicago 
11, Il. 


* * * 


“A Doctor for Your Community” is the title of a 
pamphlet to be published in June by the American Medical 
Association. It discusses the problems involved in obtaining 
a physician for a community and suggests what a commu- 
nity can do to attract and keep a physician. The pamphlet 
will be made available through state medical societies to 
communities listed with the societies’ placement services. 


POSTGRADUATE 
EDUCATION NOTICES 


MEDICAL EXTENSION UNIVERSITY OF CALIFORNIA 
Postgraduate Courses for 1953 


Pediatric Conference, June 22 through 26. Fee to be an- 
nounced. Medical Center. 


Conference on General Surgery, June 15 through 19. Fee 
$75.00. Medical Center. 

Obstetrical and Gynecological Conference, September 2, 
3, 4. Place and fee to be announced. 

Ophthalmology (for specialists), September 7 through 12. 
Fee $75.00. Medical Center. 


Medicine for General Practitioners, September through 
November. East Oakland Hospital. Fee $50.00. 


Evening Lectures in Medicine, September through No- 
vember. Fee $50.00. Mills Memorial Hospital, San Ma- 
teo (probably). 
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Occupational Health, October 14, 21, 28 and November 4. 
Fee to be announced. Medical Center. 


Contact: All inquiries to be addressed to Stacy R. Mettier, 
M.D., Professor of Medicine, Head of Postgraduate 
Instruction, Medical Extension, University of California 
Medical Center, San Francisco 22. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Cardiology—Date: June 15-19. Fee: $75.00. 
General Medicine—Date: June 15-19. Fee: $75.00. 
Surgery of Trauma—Date: June 22-26. Fee: $75.00. 
General Surgery—Date: June 22-26. Fee: $75.00. 


Programs and further information may be obtained from 
the Office of the Dean, Stanford University School of 


Medicine, 2398 Sacramento Street, San Francisco 15, 
California. i 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 
MEDICAL EXTENSION in cooperation with SCHOOL 
OF MEDICINE 


Laboratory Technicians’ Symposium—Date: June 20 and 
21 (all day)—-UCLA Campus. Fee: $15.00. 


Contact: Dr. Thomas H. Sternberg, Head of Postgraduate 
Instruction, Medical Extension, University of California, 
Los Angeles 24. 


UNIVERSITY OF SOUTHERN CALIFORNIA SCHOOL OF 
MEDICINE 


Graduate Course in Gastroenterology—Date: September, 
1953 through August, 1954. Fee to be announced. 


Contact: George K. Wharton, M.D., Clinical Professor of 
Medicine, Medical Research Building, 2025 Zonal Ave- 
nue, Los Angeles 33. 


COLLEGE OF MEDICAL EVANGELISTS ° 


Diseases and Injuries of Bones and Joints—Date: July 
6-31. Fee to be announced. 


Full-Time Basic Science Course in Surgery and Surgical 
Specialties—Date: October 5, 1953 through June 11, 
1954. Fee to be announced. 


Contact: H. M. Walton, M.D., Chairman, Postgraduate 
Division, 312 North Boyle Avenue, Los Angeles 33. 


RESEARCH STUDY CLUB OF LOS ANGELES 


23rd Annual Clinical Convention of Ophthalmology and 
Otolaryngology. 

Date: January 18 through January 29, 1954. Each appli- 
cant must be a member in good standing of the Ameri- 
can Medical Association in order to become eligible for 
attendance. 

Fee: $100.00. ; 

Contact: Pierre Violé, M.D., Treasurer, 1930 Wilshire 
Boulevard, Los Angeles 5, Calif. 





THE PHYSICIAN'S Bookshelf 


DERMATOLOGY—Essentials of Diagnosis and Treat- 
ment. Marion B. Sulzberger, M.D., Professor and Chair- 
man, Department of Dermatology and Syphilology; and 
Jack Wolf, M.D., Associate Professor of Dermatology and 
Syphilology; both of New York University Postgraduate 
Medical School. The Year Book Publishers, Inc., 200 East 
Illinois Street, Chicago, 1952. 592 pages, $10.00. 


This is one of the most valuable dermatological texts 
which your reviewer has ever read. Thoroughly up to date, 
it presents the latest in clinical, experimental and thera- 
peutic advances. The authors do not follow a stereotyped 
textbook approach but give their own findings and opinions. 
They tell what drugs to use, how to use them and where to 
obtain them and, also, of the pitfalls to avoid. 

The color photographs are excellent. The black and white 
photographs suffer somewhat from being crowded, too many 
to the page. 

Although the authors warn of the sensitizing powers of 
benzocaine and nupercaine they occasionally include them in 
their prescriptions. These drugs would better be avoided. 


* * * 


LOGAN TURNER’S DISEASES OF THE NOSE, 
THROAT, AND EAR—Fifth Edition. Edited by Douglas 
Guthrie. The Williams and Wilkins Company, Baltimore, 
1952. 478 pages, 246 illustrations and nine colored plates, 
$8.00. 


The demand for another (Fifth Edition) of the book 
speaks well for its popularity. It covers over forty years of 
experience of many authorities in the field of otolaryngology 
from this department of the Edinburgh Royal Infirmary. 

This edition has been largely brought up to date by incor- 
porating new methods and by the addition of chapters on 
allergy, direct laryngoscopy, otosclerosis, and the use of 
sulfa drugs and the antibiotics, in the diseases of the ear, 
nose and throat. Unfortunately a few of the remedial meas- 
ures advised, such as alkalizing the system, are no longer 
in as general use as they were when other editions of the 
book were published. Some of these could well have been 
omitted. 


The chapter on allergy is not as complete as might have 
been desired, since allergy has been found to play such an 
important. part in diseases of the ear, nose and throat. This 
could be said of otitis media with effusion. However, fol- 
lowing the intent of the book, these might be considered 
sufficient. It is designed especially for senior medical stu- 
dents and general practitioners and as such, meets these 
requirements. 

It has nine excellent colored plates, which depict very 
well the subject matter. The illustrations are numerous and 
good. 

With the vast clinical experience it represents and with 
its clarity and brevity, it is well worth while as a reference 
book for those for whom it is intended, but would hardly 
be adequate for the specialist in otolaryngology. 
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BODY TEMPERATURE—lIts Changes with Environ- 
ment, Disease and Therapy. W. A. Selle, Ph.D., Professor 
of Biophysics and Physiology, University of California 
Medical School, Los Angeles. Charles C. Thomas, Pub- 
lisher, Springfield, Illinois, 1952. 112 pages, $3.50. 


In this monograph from the American Lectures in Physi- 
cal Medicine Series, the author has given a scanning re- 
view of the pertinent literature concerning body tempera- 
ture in a manner of particular interest to physiologists and 
to investigators who might wish to have a well tempered 
synthesis and abstract of the mechanical and other features 


of the 222 references which cover the subject up to and 
including 1951. 


* * * 


PAIN SENSATIONS AND REACTIONS. James D. 
Hardy, Ph.D., Associate Professor of Physiology, Cornell 
University Medical College; Harold G. Wolff, M.D., Profes- 
sor of Medicine (Neurology), Cornell University Medical 
College; and Helen Goodell, B.S., Research Fellow in 
Medicine, Cornell University Medical College. The Wil- 
a and Wilkins Company, Baltimore, 1952. 435 pages, 
6.50. 


Most physicians are familiar with at least a part of Dr. 
Wolff's researches on the problem of pain. His standardiza- 
tion of the experimental production of painful sensation by 
light radiation has served to place study of this hitherto 
very qualitative attribute on a reasonably quantitative basis. 
This book is largely a compilation and systematization of 
the many papers which have appeared by Dr. Wolff and his 
co-workers over the years. On the foundation of the experi- 
mentally determined facts about pain, he has elaborated 
some theoretical concepts regarding the part that pain plays 
in the determination of human behavior that are of great 
importance to the practicing physician. He gives a clear 
exposition of the concept of the internuncial pool and cen- 
tral excitatory state which is helpful in understanding the 
clinical effectiveness of procaine injections in chronic pain 
states. Although one need not agree with all the hypotheses 
set forth, they are provocative of thought, and the experi- 
mental basis for them is a sound foundation for further 
theorizing. The style is clear and easily understood; it is 
possible, however, to get lost in the mass of detail. 


* * * 


1952 YEAR BOOK OF DRUG THERAPY. Harry Beck- 
man, M.D., Director, Departments of Pharmacology, Mar- 
quette University Schools of Medicine and Dentistry. The 
Year Book Publishers, Inc., 200 East Illinois Street, Chi- 
cago, 1952. 606 pages, $5.50. 


Like its predecessors, the 1952 Year Book of Drug Ther- 
apy can be recommended to the practicing physician who 
wishes to keep up with latest information on pharmaco- 
therapy (see CaLirorNniA Mepicine, 76:64, May 1952). 


Among the items receiving considerable attention in this 
volume are cortisone, ACTH, the broad spectrum antibiotics, 
the therapy of tuberculosis and the potential toxicity of all 
potent drugs. 
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MANUAL OF GYNECOLOGY. E. Stewart Taylor, M.D., 
Professor and Head of the Department of Obstetrics and 
Gynecology, University of Colorado School of Medicine. 
Lea & Febiger, Philadelphia, 1952. 204 pages, 70 illustra- 
tions, $4.50. 


This small volume was written for medical students and 
for physicians engaged in general practice. It could serve 
as a framework for an introductory course in the non-surgi- 
cal aspects of gynecology, but many of its statements need 
elaboration and qualification. Briefly, it consists of the 
thoroughly boiled-down opinions of the author and a few 
carefully chosen references to current literature. While most 
of the viewpoints in this book are soundly based, the author 
has found it necessary on some occasions to resort to an air 
of decisiveness which is not entirely warranted. On the 
whole, however, his specific directions for the handling of 
gynecologic problems are admirable and many practitioners 
might improve their results by heeding the admonitions in 
this manual. This is particularly true with respect to the 
final chapter, which deals with hormone preparations. All 
who have come to rely upon these disappointing vehicles in 
the management of a great array of gynecologic problems 
should be urged to read this chapter. 


It is unfortunate that some of the illustrations have been 
badly reproduced, and this applies not only to those bor- 
rowed from familiar sources but also to quite a number of 
the photographs of surgical specimens. On the other hand 
the type face is attractive and easy to read, but numerous 
minor typographical errors were passed over by the proof- 
reader. Despite its technological defects, this book is recom- 
mended to all who feel a need for a brief refresher course 


in gynecology. 
* * oo 


OPHTHALMIC PLASTIC SURGERY. Sidney A. Fox, 
M.S. (Ophth.), M.D., F.A.C.S., Assistant Clinical Professor 
of Ophthalmology, New York University Postgraduate 
Medical School. Grune & Stratton, New York, 1952. 290 
pages, $15.00. 


This book contains 17 chapters and 290 pages. The first 
chapter gives the practical anatomy of the eye adnexa, in 
connection with the surgical anatomy. The second chapter, 
a very concise one, gives the fundamentals of lid surgery. 
The third chapter discusses the various types of grafts. The 
subsequent chapters give the accepted techniques in plastic 
surgery of the adnexa of the eye. The illustrations are 
simple and much more understandable than most. 

This book is in the reviewer’s opinion a very useful one 
for the ophthalmic surgeon. 


* * * 


THE ANATOMY OF THE NERVOUS SYSTEM—lIts De- 
velopment and Function—New, 9th Edition. Stephen Wal- 
ter Ranson, M.D., Ph.D., late Professor of Neurology and 
Director of Neurological Institute, Northwestern Univer- 
sity Medical School, Chicago. Revised by Sam Lillare 
Clark, M.D., Ph.D., Professor of Anatomy, the Vanderbilt 
University School of Medicine, Nashville. W. B. Saunders 
Company, Philadelphia, 1953. 581 pages with 434 illustra- 
tions, 18 in color, $8.50. 


So standard is this textbook of neuroanatomy that there 
are few physicians trained in the past 25 years who have not 
had some familiarity with it in their student days. This last 
edition maintains the excellence of its predecessors. It has 
been brought up to date in some particulars, but for the 
student or physician who has or can gain access to an 
earlier edition the acquisition of the new one is hardly 
worth while. The text is clear, and the illustrations well 
chosen and excellently reproduced. The book admirably 
serves its purpose as a neuroanatomy text; it was neither 
intended for nor can it be successfully used as a substitute 
for a textbook of clinical neurology. 
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INFECTIOUS MONONUCLEOSIS, Sidney Leibowitz, 
M.D., Associate Physician, Beth Israel Hospital, New 
York, N. Y. Modern Medical Monographs No. 5. Grune & 
Stratton, New York, 1953. 163 pages, $4.75. 


This monograph is needed by those physicians who deal 
with adolescent or young adult populations and it contains 
necessary information for the general practitioner and the 
internist. The literature on infectious mononucleosis con- 
tinues to be scattered in periodicals and, with the exception 
of excellent chapters in the major systems, there has been 
no way hitherto for the physician to have the advantages of 
the monographic approach. It is strange that excellent mono- 
graphs exist in the German, French, Dutch and the Danish 
languages and yet this is the first monograph on infectious 
mononucleosis to achieve separate publication in English. 


Leibowitz bases his opinions upon a painstaking clinical 
study of patients seen in his own practice. He considers, in 
a most selective manner, the evidence to be derived from 
the study of the blood and of the serologic reactions and 
makes it possible for the practicing physician to interpret 
laboratory reports wisely. It is gratifying to note that Leibo- 
witz deals with the disease as a general disorder and empha- 
sizes that infectious mononucleosis is one of the acute be- 
nign reactions of the reticulo-endothelial system. 


The monograph is short, but devotes full attention to the 
manifestations of infectious mononucleosis in the liver, cen- 
tral nervous system and in the heart. The author exhibits a 
broad and understanding acquaintance with the literature 


- and his bibliography of 377 references is quite up to date. 


I do not know of any other separate publication in English 
that can be as useful to the physician in the diagnosis and 
treatment of infectious mononucleosis. It will also serve as 
an adequate introduction to the world’s literature on the 
subject. Physicians who deal with military or with student 
populations will find it indispensable. 


* * * 


GIFFORD’S TEXTBOOK OF OPHTHALMOLOGY — 
Fifth Edition. Francis Heed Adler, M.D., Professor of Oph- 
thalmology, University of Pennsylvania Medical School, 
Consulting Surgeon, Wills Eye Hospital, Philadelphia. 488 
pages, 281 figures and 26 color plates. W. B. Saunders 
Company, Philadelphia, 1953. $7.50. 


Gifford’s Textbook on Ophthalmology became established 
as one of the standard textbooks on ophthalmology for med- 
ical students and general practitioners. Following Dr. Gif- 
ford’s death in 1944 Dr. Adler took over the fourth edition 
of the book. In the new fifth edition there has been consid- 


erable improvement in the book. In previous editions too 
much emphasis was placed on parts of ophthalmology that 
would require more knowledge than the average medical 
student or general practitioner possessed. 

In this new edition the enlargement of the section on 
hypertensive disease and diabetes gives the student and the 
general practitioner much additional information on the 
fundus condition of these important diseases. The omission 
entirely of the section on operations is a further improve- 
ment in the book. 

Certain parts have been rewritten, particularly in the field 
of therapeutics, bringing up to date the latest developments 
in the antibiotics, and in the use of ACTH and cortisone. 
The illustrations are excellent, the paper is good and the 
general format very pleasing. The inclusion of Dr. Scheie’s 
drawings on ophthalmoscopy has added further to the value 
of the book. The short chapter on therapeutic agents will be 
found very valuable. 

All in all the new edition seems a definite improvement 
over the fourth edition and should make a very valuable 
book for the student and a quick reference book for the 
general practitioner. There is a very complete index which 
adds a great deal to the book. 
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OFFICE MANAGEMENT OF OCULAR DISEASES. Wil- 
liam F. Hughes, Jr., M.D., Professor and Head of Depart- 
ment of Ophthalmology, University of Illinois College of 
Medicine. The Year Book Publishers, Inc., 200 East Illinois 
Street, Chicago, 1953. 451 pages, $9.00. 


In this book the author attempts to present practical de- 
tails of diagnosis and treatment of a specific patient. The 
chapters are under the following headings: vision; refrac- 
tion; lids; lacrimal apparatus; orbit; disorders of ocular 
motility; conjunctiva; cornea; sclera; glaucoma; intraocular 
inflammation; lens and vitreous; conditions of the ocular 
fundus; neuro-ophthalmology; ocular injuries; radiation 
treatment; and ophthalmic formulary, The index is exten- 
sive and adequate. 

The first 86 pages are devoted to optics and refraction and 
contain many valuable practical points. In the discussion of 
the various diseases the important differential diagnostic 
points are presented and the treatment outlined. The author 
recommends the specific treatment together with other thera- 
peutic measures in the event that the usual treatment is not 
effective. This is an advantage over many books where a 
number of therapeutic measures are recommended but the 
choice of the specific agent is left to the reader. 

The numerous tables of differential diagnosis are espe- 
cially valuable. The formulary of some 20 pages is very 
helpful in that it contains all the necessary information in 
regard to the use of the various drugs employed in ophthal- 
mology, so that the ophthalmologist can quickly refresh 
himself on the dosage, etc., of a seldom used but important 
therapeutic measure. 

The chapter of radiation treatment is perhaps a little 
over-enthusiastic and one wonders if some of the statements 
made have “stood the test of time” as mentioned by the 
author. 

The paper is good, the printing easily readable and the 
general format excellent. The line drawings are good, as are 
the charts. The reproduction of photographs of external dis- 
eases is generally fair, but some of the fundus photographs 
are not up to the standard of the rest of the book. 


The book should be in a readily accessible place in every 
ophthalmologist’s office as a rapid reference on the care 
and management of office patients. Because of the excellent 
formulary it is a “must” for the younger practitioner who 
has been brought up on the antibiotics and cortisone and 
who often is not familiar with the old “tried and true” 
methods that have stood the test of time, and which may be 
effective when the newer therapeutic measures fail. 


cs * * 


ESSENTIALS OF BODY MECHANICS IN HEALTH 
AND DISEASE—Fifth Edition. Joel E. Goldthwait, M.D., 
F.A.C.S., LLD., Se.D.; Lloyd T. Brown, M.D., F.A.C.S.; 
Loring T. Swaim, M.D., and John G. Kuhns, M.D., F.A.C.S., 
Se.D. J. B. Lippincott, Philadelphia, 1952. 356 pages, 135 
illustrations, $6.00. 


The Essentials of Body Mechanics in Health and Disease 
is now in its fifth edition. There is a great deal of value in 
this book, particularly for a medical man who is interested 
in the total problem of the patient as against the specific 
correction of an individually specific disease. Too often in 
the field of medicine we become interested in curing a spe- 
cific entity with drugs and forget the physiological changes 
which have occurred and which will continue to present 
problems unless corrected. 

Dr. Goldthwait has been a pioneer in the study of the 
relation of body mechanics to the general physiological well 
being of the human body. The present edition is a further 
combination of the extensive contributions he has made to 
the study of this subject. 


There are many conclusions or assumptions made in the 
book which probably are not scientifically or positively cor- 
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rect and provable, but at least the recommendations made 
by the authors form a useful basis for control of the prob- 
lem of body mechanics in relation to disease and mainte- 
nance of health. Perhaps the best contribution of the book 
is its extensive and detailed bibliography following each 
chapter. 


The book must of its very nature have a limited appeal. 
It probably should be read carefully by more practicing 
physicians generally because the subject which it presents 
is all too frequently ignored by the average doctor. 


* * * 


BASEDOW’S DISEASE. H. Sattler, M.D., Professor of 
Ophthalmology, University of Leipsig, Germany. English 
translation by G. W. and J. F. Marchand. The Manifesta- 
tions, Timing, Duration and Outcome of Basedow’s Dis- 
ease; Symptoms, Severity and Age Incidence; the Disease 
in Children, and Its Occurrence Among Animals. Grune & 
Stratton, Inc., New York, 1952. 605 pages, $10.00. 


This unique volume makes available for the first time in 
English an exhaustive reference work on the natural course 
of exophthalmic goiter, covering the years 1722 to 1909. It 
is a work of encyclopedic character, and because it ante- 
dates current methods of treatment, consists almost entirely 
of descriptions of the untreated disease and its course. It 
was compiled at a time when metabolism testing was still in 
the research stage in Magnus-Levy’s laboratory. The diag- 
nosis of thyroid dysfunction, therefore, was based purely on 
the observation of signs and symptoms. It is refreshing and 
inspirational to relearn the value of observation without 
the use of technical laboratory procedures. The section on 
symptomatology covers 340 pages and includes 100 pages on 
the ophthalmic complications alone; illustrative case sum- 
maries are interspersed with the text. The bibliography con- 
tains 3,210 references arranged according to the year of 
publication. 


The reader of this volume cannot fail to be impressed 
with the intense interest, knowledge and industry of the 
author. It will be a valuable addition to the reference 
library of the endocrinologist, ophthalmologist, internist and 
those interested in the history of medicine. 


* * * 


LUMBAR DISC LESIONS—Pathogenesis and Treatment 
of Low Back Pain and Sciatica. J. R. Armstrong, M.D., 
M.Ch., F.R.C.S., Orthopedic Surgeon to the Metropolitan 
Hospital and Lambeth Hospital, Visiting Orthopedic Sur- 
geon to Manor House Hospital. E. & S. Livingstone, Ltd., 
London, distributed by Williams and Wilkins, Baltimore, 
1952. 228 pages, $8.00. 


Such is the bulk of knowledge in medicine in the present 
day that the textbook has almost become a thing of the past, 
and the monograph has taken its place. This book, although 
its title would indicate it is limited to a consideration of 
lumbar disc lesions, embraces a consideration of many other 
causes of the syndrome of low back pain and sciatica. It is 
obviously the work of an orthopedic surgeon. Without being 
too partisan in the controversy over whether the lumbar disc 
is in the field of the orthopedist or the neurosurgeon, one 
cannot but question the adequacy of the purely bone and 
joint approach to a problem which is certainly chiefly 
neurological in its manifestations. The author presents in 
great detail his theory of the pathogenesis of disc protru- 
sion, and the manner in which symptoms result from stretch- 
ing of nerve roots as well as direct interference with joint 
function. The latter part of the book deals with the tech- 
nique of the operative approach in considerable detail, illus- 
trated with some very fine color plates. Medical treatment is 
also described, with notable absence of consideration of 
traction. In all, the book is of considerable interest to the 
specialist, but would probably not be too helpful to the 
general physician. 
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HANDBOOK OF GYNAECOLOGICAL DIAGNOSIS — 
For Practitioners and Students—Walter Neuweiler, M.D., 
Professor of Midwifery and Gynaecology and Director of 
the Gynaecological and Obstetrical Clinic in the Univer- 
sity of Berne. Translated from the German by Dr. Paul 
vinen” Grune and Stratton, New York, 1952. 447 pages, 
12.00. 


In 1946 Professor Walter Neuweiler of the University of 
Berne in Switzerland published a manual of instruction 
on gynecologic diagnosis for students and practitioners. 
Neuweiler pointed out that it was not meant to compete 
with standard textbooks but aimed at guiding student and 
practitioner alike in organizing a logical approach to ther- 
apy through the orderly development of clinical diagnosis, 
leaving the details of laboratory diagnosis to more elab- 
orate texts. The book, written in a crisp, descriptive Ger- 
man, discussed clinical diagnosis of the disturbances of the 
female genito-urinary tract in a broad and informative 
manner and was well illustrated with photographs of major 
and minor lesions albeit rather skimpy on morphologic 
illustrations. The book made good reading for anybody 
fully conversant with medical German. 

Grune & Stratton of New York now offer an English 
translation by Paul Ederer, titled “Handbook of Gynaeco- 
logical Diagnosis.” It contains the same number of illus- 
trations but is briefer than the original. In comparing this 
translation with the original one cannot escape sensing 
that the translator did his job with considerable help from 
the dictionary but in so doing managed to misinterpret 
the meaning of many words, therewith distorting the intent 
of important deductions related to the significance of the 
symptoms. One cannot help but wonder if the translator 
actually was conversant with gynecologic matters. He cer- 
tainly was not adequately conversant with the comparative 
value of words as used in German and English. For instance, 
in speaking about- menstrual irregularities the original 
clearly defines the difference between oligomenorrhea and 
polymenorrhea but the translator lumps them as “regular 
hemorrhages of menstrual character.” Mistranslations of 
this sort are encountered throughout the English transla- 
tion and do injustice to the original and rob it of its 
delightfully precise descriptiveness, For anybody not fami- 
liar with the original this may not be so evident although 
the reader still will be puzzled over some of the state- 
ments as they appear here. For those who can overlook 
these shortcomings the book offers itself as a good guide 
to diagnosis. 

A very brief bibliography is appended to the text. Evi- 
dently, Neuweiler compiled his manual primarily on the 
basis of personal experience without an attempt to bring 
in comparative information. However, there is nothing new 
in his book that one could not find as readily in any recent 
edition of American textbooks of gynecology. If the trans- 
lation were perfect one might overlook this and say to those 
who enjoy surrounding themselves with many books that 
this diagnostic manual can serve a purpose in offering 
itself as a quick reference guide. One might add that if 
the publishers would condescend having the translation 
revised by an expert it would do better justice to the 


original author. 
co a ae 


INTERNATIONAL HEALTH ORGANIZATIONS AND 
THEIR WORK—Neville M. Goodman, M.A., M.D. (Camb.), 
F.R.C.P.(Lond.), D.P.H.(Lond. Univ.) The Blakiston Com- 
pany, Philadelphia, 1952. 327 pages, $6.50. 


That disease has been the most profound moulder of 
human history is a thesis for which much substantiation 
can be found. Malaria was a major factor in the decline of 
both Greek and Roman civilizations; smallpox contributed 
to the conquest of the natives of the western hemisphere by 
Europeans;. syphilis and bubonic plague wrought havoc in 
Europe; and cholera and smallpox, along with malaria, 
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have served to keep the peoples of the East in privation. 
Several military campaigns were turned more by typhus 
than by the genius of generals. 

Early international efforts to control the spread of con- 
tagion were more restrictive than cooperative, but the inter- 
ests and the necessities of commerce led to agreements 
between nations to exchange information and to trust each 
other to control the export of infection, rather than main- 
tain rigid quarantine barriers to prevent its importation. 
Within the present century, there has been growing aware- 
ness that “No man is an island, entire of itself,” nor is any 
nation, and that the health of each remote country affects 
the welfare of all. Although only a few favored areas have 
accomplished the eradication or practical control of man’s 
ancient pestilences, the worldwide achievement of these 
goals is within our capabilities by the application of known 
methods of demonstrated effectiveness. We can even be bold 
enough to say, “Health is a state of complete physical, 
mental, and social well-being and not merely the absence 
of disease or infirmity. The enjoyment of the highest attain- 
able standard of health is one of the fundamental rights of 
every human being . . .” and “The health of all peoples is 
fundamental to the attainment of peace and security... .” 

Neville Goodman provides a detailed history of the prog- 
ress of international organization for the outlined purposes. 
He writes from the vantage point of active participation in 
the work of the Health Organization of the League of Na- 
tions, UNRRA, and the World Health Organization. He has 
had access to many original sources, which he quotes exten- 
sively, and presumably, accurately. He is more concerned 
with setting down the facts than with interpretations of 
significances, but even so, he is not without an occasional 
moment of humor and such cogent observations as the un- 
comfortably hot weather of New York City during the 
World Health Conference of 1946 at which the Constitution 
of the World Health Organization was adopted. 

This is a book of lasting value. As memories dim with the 
passing years, it will become increasingly useful as the sole 
reference in which the detailed record of an important epi- 
sode of human endeavor has been collected. It will provide 
the background for the interpretation of documents whose 
meanings may become clouded by the changing values of 
words. 

* * * 


ELECTROCARDIOGRAPHY IN PRACTICE—3rd Edi- 
tion—Ashton Graybiel, M.D., Captain, MC, USN, Director 
of Research, United States Naval School of Aviation Medi- 
cine, Pensacola; Paul D. White, M.D., Executive Director, 
National Advisory Heart Council; Consultant in Medicine, 
Massachusetts General Hospital; Louise Wheeler, A.M., 
Executive Secretary, Cardiac Laboratory, Massachusetts 
General Hospital; and Conger Williams, M.D., Instructor 
in Medicine, Harvard Medical School. W. B. Saunders 
Company, Philadelphia, 1952. 378 pages, 294 figures, $10.00. 


This atlas of electrocardiography is a sound, relatively 
superficial discussion of the modern concepts of electro- 
cardiography. Its strengths consist of the authoritative com- 
ments by the outstanding authors, its section on arrhyth- . 
mias, its excellent illustrations, and its section on electro- 
cardiograms for interpretation by the reader. The weak- 
nesses concern the relative paucity of discussion of the 
physiological and electrical factors responsible for the elec- 
trocardiogram, a relatively weak section on vectorcardiog- 
raphy, and a failure to clearly represent the developing 
patterns of electrocardiographic abnormalities. The illustra- 
tions largely represent well defined patterns. Incompletely 
developed patterns are ones that the physician frequently 
encounters and it is these, more than the obvious patterns, 
with which he needs most help. 

In general, the book is an excellent summary of conserva- 
tive modern-day electrocardiography and a distinct im- 
provement over the second edition. 
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AN ATLAS OF SKULL ROENTGENOGRAMS. Bernard 
S. Epstein, M.D., Associate Radiologist, the Jewish Hos- 
pital, New York; and Leo M. Davidoff, M.D., Neurosur- 
geon, Mount Sinai Hospital, New York, Director of Neuro- 
logical Surgery, the Beth Israel Hospital, New York. Lea 
& Febiger, Philadelphia, 1953. 415 pages, 603 illustrations 
on 315 engravings, $15.00. 


Added to the numerous recent volumes on the x-ray exam- 
ination of the skull is this atlas from New York City. After 
the usual chapters on the normal skull, and on congenital 
variations and malformations, there are chapters on trauma, 
infections, brain tumors, miscellaneous tumors, tumors of 
the vault of the skull and non-neoplastic diseases of the 
skull. 

The work purports to be an atlas, and we are happy to 
report that the roentgenograms are of good size and most 
are of good quality. The legends permit examination of the 
reproductions without reference to the text. The text is 
pleasantly brief. There are a number of laminograms, but 
the work does not cover encephalograms, ventriculograms 
or angiograms. 

There is a particularly good chapter on meningiomas. The 
index is rather brief. The book will be of value to radi- 
ologists. 

* * ak 


FANCONI AND WALLGREN’S TEXTBOOK OF PEDI- 
ATRICS—Edited by W. R. F. Collis, M.A., M.D., F.R.C.P., 
F.R.C.P.I., D.P.H., Lecturer in Pediatrics, Dublin Univer- 
sity; Director, Department of Pediatrics, Rotunda Hos- 
pital, Dublin. Translator and Co-Editor: E. Kawerau, 
M.B., M.Se., A.R.LC., Senior Lecturer in Chemical Pathol- 
ogy, St. Mary’s Hospital, London. Grune & Stratton, New 
York, 1952. 1104 pages, $19.50. 


This is an excellent translation of the Textbook of Pedi- 
atrics by Fanconi and Wallgren, which first appeared in 
the German language in 1950 and has since gone through a 
second edition, The present volume incorporates some, but 
not all, of the revisions which appeared in the second Ger- 
man edition. It is printed on high quality paper which sets 
off well the numerous illustrations and diagrams which 
supplement the text. 

In addition to the chapters written by the chief authors 
and their Swiss and ‘Swedish colleagues, numerous addi- 
tional contributors from England, Holland, Germany, Fin- 
land, Norway and Czechoslovakia are included. 

Together with the English text of Moncrief and Patterson, 
this volume probably represents the most up-to-date and 
complete work on general pediatrics published outside of 
the United States. As such, it will prove a useful and stimu- 
lating supplement to standard American texts in the library 
of pediatricians and those physicians who are particularly 
interested in children. Although there is a list of selected 
references for each chapter, the American reader will find 
less documentation of statements than that to which he is 
accustomed in texts published in this country. There is 
usually a more personal quality to the writing, in which the 
opinion of the author is given considerable weight. This 
. particular characteristic is often found in European med- 
ical literature, and it is apt to either please or annoy one 
—depending on what is being sought. In any case, it makes 
for stimulating and interesting reading, particularly of a 
supplemental type. 

* * & 


DOCTOR'S SOLILOQUY, A—Joseph Haykim Krimsky, 
M.D. Philosophical Library, New York, N.Y., 1953, 116 
pages, $2.75. 


There are many types of philosophers, the light, the heavy, 
the silent and the loquacious. Perhaps one of the more 
distinguished light and loquacious ones in recent years was 
Mr. Will Rogers. While immortalized for his observation 
that all he knew was what he read in the papers, he may 
perhaps be better remembered for his happy remark, made 
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while gazing at the chorus girls in New York: “Think of 
it,” he said, “five or six years from now every one of those 
girls will be a year older.” 


Amongst the heavy philosophers appear many of the great 
names of thought and literature, including Leviticus, Mar- 
cus Aurelius and Plato. Their obiter dicta were numerous, 
and the things for which they are best remembered are 
spread upon the pages of a thousand texts. 


The author of this little soliloquy has drawn _ heavily 
upon these spreadings, and reflects or reproduces them with 
liberal interleavings from the Bible. He has gathered his 
“thoughts” more or less in the style of The Meditation, but 
seasoned them not with the light touch of humor nor the 
wry smile of St. Francis. The 116 pages are divided into a 
series of 37 sections, in which the author wanders from the 
days of his youth to the evenings of his seniority. In the 
resume he opines that ethical religion is the “binding force 
to tie all men together. . . . In all great religions is ethical 
conduct. . . . in the Ten Commandments, and in the cardi- 
nal precepts of Confucianism, Buddhism, Hinduism and 
Islam.” 


The author is a graduate of New York University and 
Bellevue Medical College; he has practiced medicine for 
almost 50 years, the last several being in the Veterans Ad- 
ministration Clinic of Huntington, West Virginia. He ap- 
pears to be a serious student of scripture and philosophy. 


* * * 


UNIPOLAR LEAD ELECTROCARDIOGRAPHY AND 
VECTORCARDIOGRAPHY, — Including the Standard 
Leads, the aV and V Leads, the Cardiac Arrhythmias and 
the Principles of Vectorcardiography—3rd Edition—Eman- 
ual Goldberger, M.D., F.A.C.P., Associate Attending Phy- 
sician, Montefiore Hospital, New York, Lecturer in Medi- 
cine, Columbia University. Lea & Febiger, Philadelphia, 
1953. 601 pages, 312 illustrations, $10.00. 


This third edition of Goldberger’s well-known text is far 
superior to the previous two. He has brought the subject of 
electrocardiography up to date and has included one of the 
clearest discussions of vectorcardiography now available. 
His discussion ‘of the electrical axis, ventricular gradient 
and vectorcardiography is a sound presentation of the prin- 
ciples, yet does not include the minute technical details 
which would be confusing to the practicing physician and 
for which original manuscripts should be consulted. His 
emphasis on the spatial vector and not merely the frontal 
plane vectorcardiogram is to be commended. 


The chapter on the derived vectorcardiogram with his own 
method, using orthographic projection, is quite helpful. 

The section on interpretation of normal and abnormal 
vectorcardiograms is relatively incomplete, because the 
reader does not know how consistent is the pattern that 
Goldberger describes. Furthermore, he does not give a suffi- 
cient discussion on what additional information, if any, can 
be obtained from the vectorcardiogram. 

The reviewer disagrees with Goldberger when the author 
attempts to differentiate left ventricular hypertrophy from 
left ventricular strain, basing the former on high voltage 
of the QRS complex and the latter on ST-T changes. Stress 
is a mechanical term, whereas the electrocardiogram records 
electrical events. Further, ST-T abnormalities are quite 
common in left ventricular hypertrophy. 

One last criticism is that the book would be more pala- 
table if the author did not use the personal pronoun “I” 
with such avidity. 

The book is an excellent addition to our literature on 
electrocardiography and vectorcardiography, is remarkable 
for the author’s own original contributions and methods of 
presentation, and as such should be very well received by 
the medical profession. 
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MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 


POLY-VI-SOL 
Each 0.6 cc. supplies units units 


TRI-VI-SOL - 5000 1000 
Each 0.6 cc. supplies units units 


CE-VI-SOL 
Each 0.5 cc. supplies 


All vitamins are in synthetic (hypoallergenic) form. 





..INSTEAD OF UNPHYSIOLOGICAL “PHYSIOLOGICAL SALINE’ 


a TemClAOh aS 
really up in 
record time!” 


Here’s how new POLYSAL'/ Cutter helps your patients: 


1. POLYSAL prevents and corrects hypopotassemia without danger of toxicity.' 
2. POLYSAL corrects moderate acidosis without inducing alkalosis.’ 
3. POLYSAL replaces the electrolytes in extracellular fluid.! 


4. POLYSAL induces copious excretion of urine and salt.' 


Polysal, a single solution to build electro- or other electrolyte solutions would ordi- 

lyte balance, is recommended for electro- narily be given. Write for literature and 

lyte and fluid replacement in all medical, handy wallet-size mEq chart . . . Cutter 

surgical and pediatric patientswheresaline Laboratories, Berkeley, California. 
FORMULA (per 100 cc.): Sodium Chloride, 0.496 gm.; Sodium Acetate N. F. 0. 64 


y.a.t Potassium Chloride, 0.0746 gm.; Calcium Chloride, 0.0368 gm.; Magnesiu: 
Chloride, 0.0305 gm.; Sodium Citrate, 0.0785 gm. 


1. Fox, C. L. Jr., et al.: 
An Electrolyte Solution 
Approximating Plasma 
Concentrations with In- 
creased Potassium for 
Routine Fluid and Elec- 
trolyte Replacement, J. 
A. M. A., March 8, 1952. 


7Cutter Trade Mark 


In distilled water— 
250 cc. and 1000 cc. 
& 

In 5% Dextrose— 
500 cc. and 1000 cc. 


* MAKE low POLYSAL your routine prescription’ 





